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ABSTRACT
The Development of the Inventory of Adolescent Well-Being:
A Follow-up Study of the Effects of Psychiatric
Hospitalization on Adolescents
May 1985
TONY D. CRESPI
B.A., University of Hartford
M.A., Western State College of Colorado
Ed.D., University of Massachusetts
Directed by:

Professor Allen E. Ivey

This study was designed to advance a body of knowledge concerned
with

the

impact of psychiatric hospitalization on adolescents.

According to the literature, little systematic research has been
conducted and the research that has been completed has been narrow in
scope and fraught with methodological weaknesses.

Therefore, the

purpose of the present study was to assess the effects of hospitaliza¬
tion on adolescents using comparison groups, large sample sizes,
multivariate statistical

procedures,

and multiple methods of

assessment.
The sample population consisted of 544 adolescents who comprised
four comparison

groups

of

"normals," adjudicated delinquents,

psychiatric patients, and a follow-up group of discharged psychiatric
patients.

vi i i

Assessment instruments included the author-developed Inventory
of Adolescent Well-Being,

the General Well-Being Schedule, and the

Current Adjustment Rating Scale.
by sex,

Further, data regarding differences

number of signs of family disturbance, and the effects of

outpatient psychotherapy services following discharge were
interpreted.
Discriminant Analyses indicated that the Inventory of Adolescent
Well-Being correctly classified 71% of the adolescents into the four
groups.

The General Well-Being Schedule classified with 49% accuracy

and the Current Adjustment Rating Scale with 46% accuracy.
Additional

analyses

revealed the following findings: A

follow-up group of former psychiatric patients, living home, most
closely

resembled the "normals" with 86.8% of those adolescents

reporting improvement in their general well-being.

Uniform sex

differences were found among the four groups with boys consistently
reporting higher levels of well-being than girls.

Mo statistical

difference was found between former patients residing home who
received outpatient services and those not receiving services.
Finally, no significant differences were found with regard to the
number of signs of family disruption when former patients residing
home and former patients discharged to other placements were compared.
A discussion is included which articulates the implications
found between the "normals" and hospitalized adolescents; between the
hospitalized sample and adjudicated delinquents; and pertaining to the

ix

improvement level

noted in the former patients.

The development of

the Inventory of Adolescent Well-Being meets a need for follow-up
measures developed specifically for adolescents.
their implications are further discussed.

x
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CHAPTER

I

INTRODUCTION
Inpatient treatment for adolescents has been available for
approximately 80 years.

During this time the number of published

reports, the number of follow-up studies on treatment have not been
plentiful.
Dimperio,

Numerous researchers including Mark Blotcky, Thomas
and John Gossett

(1984)

have cited a need for the

development of new evaluation instruments assessing outcome, noting
that the studies conducted to-date provide statistically unreliable
data which prevents meaningful comparisons to be made.

Further, these

researchers have suggested that studies should uti1ize comparison
groups and multivariate designs in order to provide relevant data.
This dissertation addresses this need.
The two questions most often asked of treatment programs are
whether they are successful

and second, what factors are associated

with good or bad outcomes.

Although some interesting findings have

been reported in individual studies, we have not been able to build a
cumulative store of knowledge in this field.

One major problem that

confronts anyone who attempts to compare and integrate findings of
different researchers is the lack of comparability of measures used to
evaluate outcome.

The present project addresses these two questions,

emphasizing the last.

By concentrating on measures of change or

1
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outcome I do not imply that this dimension is any more important than
the others in terms of the overall
research.

I

do believe,

goal of contributing to outcome

however, that a deliberate effort to

introduce a systematic approach to this complex field must be made.
Tramontana
insurmountable.

(1980)

noted

that

these

factors

are not

His review of the outcome literature on hospitalized

adolescents concluded that there have been far fewer outcome studies
with adolescents than with either adults or children and that little
attention has been given to either hospitalized or nonhospitalized
adolescents with psychiatric disturbances.
been noted by other researchers.
Phillip's (1975)

Similar conclusions have

Lewis, Barnhardt, Gossett, and

research and Garber and Polsky's (1970) research

emphasized the need for additional

techniques for data collection.

These conclusions and others underscore the need for follow-up
research on hospitalized adolescents with psychiatric disturbances and
for the development and use of new strategies for evaluating outcome.
This study examines 544 adolescents who comprise "normals,"
adjudicated "delinquents" residing in a state detention facility,
hospitalized adolescents receiving 24 hour-a-day psychiatric care, and
a group of discharged psychiatric patients, from that hospital,
residing either at home or in other placements.

Previous follow-up

investigations and suggestions by those researchers were used as a
foundation and departure point for the experimentation to be described
herein.
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One unique contribution of this research was the development and
standardization of the Inventory of Adolescent Well-being, as well as
the standardization of two previously published measures; the General
Well-being Schedule and the Current Adjustment Rating Scale.

These

were standardized on the adolescent population that constitutes this
research

project.

Another contribution lies in the use of the

comparison groups of normal
schools,

adolescents attending two local high

and the adjudicated and hospitalized adolescents which

provided valuable data both for the purposes of test standardization
and comparison data against which to compare the follow-up group.
The purposes of this research, then, was to address a need for
empirical

data on psychiatrically-i11

adolescents, specifically

focusing on the design and completion of a follow-up study on a group
of psychiatric inpatient adolescents.

STATEMENT OF THE PROBLEM
The need for follow-up data on psychiatrically ill adolescents
is pressing.
work,

Guttridge and Warren note, in a soon to be published

that one reason for the "neglect of adolescent hospitalization

•j5 the lack of empirical data on its scope and its characteristies.
The intent of their work was to look at hospitalization as a form of
social

control

but they were struck by the lack of data on this age

group.

Michael Tramontana has noted that the research to-date is both

narrow in scope and primarily borrowed from adult research.

This

becomes glaring when considered with the context of Lerman's (1980)
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comment where he stated that "while the commitment of all other age
groups (to psychiatric hospitals) has decreased appreciably in public
facilities, the number of young persons admitted since the early
1960's into these facilities has increased." Given this data it seems
all

the more important to begin to look at the effectiveness of

hospitalization as an experience in general, eventually identifying
specific variables that either help or hurt the experience.
To-date, most follow-up research has relied upon interview
methods,

rarely utilizing control groups or comparison groups and not

utilizing instruments that would allow for comparability with other
studies.

No multivariate investigations with adolescents nave been

conducted as yet.

Further,

there is a lack of research utilizing

similar procedures with delinquents, who are often seen as similar to
hospitalized adolescents.
research,

There is a clear need for systematic

for the development and use of new assessment instruments,

and for feedback from the research setting to clinical practitioners.
This was stated most recently by Mark Blotcky, Thomas Dimperio, and
John Gossett (1984).

They state the following:

"With respect to

follow-up research itself, the majority of studies provide disparate
or statistically unreliable measurements of patient, family, and
treatment variables, thus preventing meaningful comparisons." They
conclude

their piece with the following comment:

"Certainly it

behooves clinicians working in hospital and residential settings to
design and conduct these tedious and difficult follow-up projects if
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they are to develop empirically based, increasingly effective
treatment programs."
In an August (1984) issue of the American Psychologist, Jane
Knitzer of the Children's Defense Fund noted that "Both national and
state reports have questioned the adequacy of mental health services
provided to seriously disturbed children and adolescents" (Joint
Commission on

the Mental Health of Children, 1969; President's

Commission on Mental Health, 1978).
Researchers, then, are merely beginning to scratch the surface
on an area of concern.

Assuming that psychiatric hospitalization is a

helpful

experience, it would seem that a viable means of assessing

growth

and of

providing comparisons against other disturbed

adolescents treated differently would be useful to the profession.

A

systematic method that could allow for comparisons against other
hospitals would eventually allow for the study of specific factors
associated with more effective outcomes.

MEASUREMENT OF OUTCOME IN THE PRESENT STUDY
This section presents a rationale for and outline of the means
for measuring therapeutic outcome in the present study.
A number of practical considerations have limited the kinds of
outcome criteria

and measures

that could be employed in both

previously published studies and the present investigation.

The

deficiencies in studies is understandable and needs to be explained
briefly.

Ethical

constraints prohibit the withholding of treatment

6

from seriously disturbed children, leaving an utter lack of control
groups and leaving doubts as to whether outcome data simply reflects
on natural development, the course of mental illness itself, or
whether it actually reflects on treatment interventions.
most investigations are retrospective.

As a result,

Prospective studies are costly

though, typically have small numbers, and are marked by an utter lack
of standardized methodology.
The present investigation, therefore, took a multi-faceted
approach to the problem of research.

Since the research was to be

conducted with adolescents the procedures for measuring outcome had to
be brief, simple, and nondi srupti ve to the hospital's provision of
services, the comparison groups school systems, and to the lives of
the participants in the follow-up phase of the project.

Also, since

the participants cooperation was necessary, any procedure that was not
crisp and clear would have resulted in a high rate of refusals.
With these limitations in mind, it was decided to assess outcome
using the following measures:
1. General

Well-Being Schedule.

Developed by the National

Institute of Mental Health, this 18 item scale has been
extensively validated on noninstitutionalized adults.

The GWBS

has been found to correlate with other mental health tests.
Purported to measure "general psychological well-being," this
instrument is
dissertation.

discussed in more detail

later in this
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2. Current Adjustment Rating Scale.

Based upon the Psychiatric

Status Schedule, this scale consists of 14 nine-point Likert
scales which require the subject to estimate current
functioning, satisfactions, and social stimulus value.
3. Inventory of Adolescent Well-Being.

Developed for the purposes

of this research investigation, the IAVJB is a 20 item inventory
type instrument, similar to a mental status examination.
Respondents choose answers on a forced choice four point
response scale next to each item.

The rationale for the

development of an instrument specific to adolescents will be
discussed in Chapter III.

Reliabilities and predictive validity

for the scale, as measured by coefficient alpha and discriminant
analyses was high and is reported.
4. Retrospective Data.

The follow-up group, which consists of

youngsters residing at home and in various placements were
compared on several items assessed through patient records.

The

source for the data was the Psychosocial portion of each record.
In addition, the follow-up group that completed the question¬
naires responded to an overall evaluative question similar to
questions discussed by Eysenck (1952) in his critical look at outcome
evaluations.

DEFINITION OF TERMS
Adjudicated Delinquent - A youth found guilty in Juvenile Court of

certain offenses including rape, murder, armed robbery, assault,
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arson, motor vehicle crimes, burglary, larceny, breaking and
entering, drug related crimes, truancy, breach of peace, etc.,
and for whom the state of Connecticut has been assigned
guardianship and/or custody.
CARS (Current Adjustment Rating Scale) - A 14 item questionnaire

developed by Charles Truax.
Delinquent - A sociological

the label

term rather than a diagnostic category,

is used to identify those youths who have been

adjudicated to the state of Connecticut and who reside in the
Long Lane facility described in this project.
Follow-up Group - Subjects who received treatment at Altobello

Hospital,

a State of Connecticut psychiatric hospital for

adolescents, and who were discharged from the hospital at the
time of this project.

This group is composed of two subgroups:

(1) Those adolescents returned home, and (2) those adolescents
either in placement or whose address is unknown.
GWBS (General

Well-Being Schedule) - An 18 item instrument developed

by H. J. Dupuy for the National Center for Health Statistics.
The schedule purports to measure "general psychological well¬
being."
Hospitalized Sample - Subjects receiving treatment at Altobello

Hospital, a state of Connecticut psychiatric hospital for the
treatment of emotionally disturbed adolescents.
IAWB (Inventory of Adolescent Well-Being) - A 20 item inventory

developed by the author as a follow-up instrument and purporting
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to provide an overall estimate of adolescent well-being.

A

self-report inventory.
Normals - Adolescents attending two local high schools in Eastern

Connecticut who were matched with the comparison groups on age,
sex, and geographies.
Outcome - Webster defines outcome as "that which comes out of or

results from something; the issue; the result; the consequence;
the conclusion." Therapeutic outcome, as pertains to this
research will be conceptualized in terms of total scores on each
of the questionnaires administered during the research
investigation.
Well-being - A multi-faceted concept reflecting several aspects of

adolescent adjustment including but not necessarily limited to
self-esteem,

school

adjustment, familial

ratings, peer

relationships, health, athletics, behavioral controls, etc., as
evaluated by specific instrumentation described in this
research.

HYPOTHESES
This dissertation is comprised of two major hypotheses and a
number of subhypotheses.

The following outline describes the

hypotheses to be investigated in this study.
I.

Adolescent patients who received 24 hour-a-day psychiatric

treatment will be functioning at follow-up at the same level and have
the same adjustment levels as a number of comparison groups.

These
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comparison groups are "normal" adolescents residing in the community,
hospitalized adolescents receiving 24 hour-a-day psychiatric
care, and adjudicated delinquents receiving treatment at a state
facility for adolescents.

The operational subtests of this hypothesis

follow.
1. There is no difference in the four groups total scores on
the Inventory of Adolescent Well-being, General Well-being Schedule,
and the Current Adjustment Rating Scale.
2.

There is no difference by sex between and among the four

groups total scores on the Inventory of Adolescent Well-Being, the
General Well-Being Schedule, and the Current Adjustment Rating Scale.
II.

Significant differences will not be found within the

follow-up group of former psychiatric patients between adolescents who
differ on two key variables of outpatient psychotherapy services and
number of signs of family disturbance.

The operational subtests of

this general hypothesis follow.
1. There is no difference on total scores between those
former psychiatric patients who receive outpatient services and those
who do not receive outpatient services.

This will be assessed by

comparing total scores on the Inventory of Adolescent Well-Being, the
General Well-Being Schedule, and the Current Adjustment Rating Scale.
2. There is no difference between the former psychiatric
patients with multiple signs of family disturbance, as assessed by a
family interview completed by a psychiatric social worker, and those
patients with one or no signs of family disturbances.

This will be
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assessed by comparing total scores on the Inventory of Adolescent
Well-Being, the General Well-Being Schedule, and the Current
Adjustment Rating Scale.

CHAPTER

II

ADOLESCENT PSYCHIATRIC HOSPITALIZATION:

A REVIEW

Studies pertaining to psychiatric treatment programs
for adolescents were surveyed, focusing on the develop¬
ment of such programs and follow-up research. The
following were observed: (1) before 1937 adolescents
were generally treated on adult wards, (2) all
adolescent units have noted difficulties dealing with a
number of youngsters who have been described as
beligerent, emotionally unrestrained, angry, or hostile,
(3) a variety of programs have improved hospital
behavior but the specific constitutional and/or
environmental factors causing this have not been
adequately delineated, (4) there was agreement among the
authors that adolescents should have specific
programing geared toward their needs, and (5) follow-up
studies have generally been scarce, relying on personal
interviews in order to acquire data. Suggestions were
made concerning methods for making follow-up research
more affordable and less complex for adolescent units

This chapter is a review of the literature on psychiatric
residential treatment for adolescents.

It includes the historical

background necessary for understanding the current status on this
matter, information relative to the types of adolescents treated, and
a review of the outcome research pertaining to the effectiveness of
treatment.

It should be noted at the outset that several researchers

including Tramontana (1980) and Guttridge and Warren (1983) have noted
the lack of systematic research pertaining to the hospitalization of
adolescents.

The literature that has been completed to date is
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discussed, with comparisons made regarding effectiveness in treatment.
There is no attempt in this brief chapter to deal with the theoretical
material

available on the psychology of adolescence, rather the

emphasis lies on integrating this past information so that researchers
may continue forward and gather additional information.

Historical
The First A11 -adolescent Unit
This first all-adolescent unit was organized along lines similar
to the children's ward at New York Psychiatric Institute.

(See

Loretta Bender's article of 1937 and Potter's article of 1934 for
specifics.) Located at Bellevue in New York City, the day consisted
of educational activities that were arranged through the Board of
Education, music and art classes that were financed through federal
programs, a series of dramatic arts activities and a complement of
clinical services including a physical and neurological examination,
psychological testing, and some type of psychotherapy.
The unit consisted of all boys, the majority being referred
through the court system.

A local ordinance prohibited the patients

remaining longer than 30 days, thus 121 patients were discharged and
subsequently readmitted.

The first year, 496 patients were admitted,

7 youngsters being labeled as neurotic, 36 as psychopathic, 44 cases
were considered psychotic, 118 were found to be "feeble-minded," 127
were dull normal, and the remainder were normal or higher.
71% were court cases.

Overall
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Aggressive Behavior on the Wards
Beginning with Curran's (1939) report on the first year at
Bellevue subsequent adolescent units described problems with
aggressive behavior.

At Bellevue, the ward personnel had a barred

area where they could seek protection when matters became
uncontrol abl e.

Considering that 71% had been referred through the

court system, this might have been somewhat expected but other units
all began noting similar problems (Greaves & Regan, 1975; Miller,
1957; Turle, 1960; Hendrickson & Holmes, 1958; Toolan & Nicklin, 1959;
Curran, 1939; Falstein, et al., 1960; Hacker & Geleerd, 1945; Levitt
Rubenstein, 1959; Offer
1960).

&

Barglo, 1960; Suess

&

&

Hoshino, 1961; Turle,

Generally, the authors felt this was not acceptable and

conveyed this in some fashion to the patients.

These researchers

developed specific policies of permissiveness initially but Turle
(1960) noted that this led to more destructive behavior and finally to
an outright rebellion.
Toolan and Nicklin (1959) attempted an open-door policy on thier
adolescent service.

This strategy apparently did reduce the tension,

although several patients simply walked out.

It is unknown whether

the departures of certain "ringleaders" might have been the cause of
the relative peace that then existed.
The behaviors that were noted as undesirable included such
things as breaking tables and chairs, tearing electrical fixtures off
the walls, stealing, involvement in gang behavior, overly aggressive
play, and some incidents of inappropriate sexual behavior.
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Adolescent Units
By the 1940 s a controversy had been developing concerning
whether these adolescents were best treated on adult wards or on all¬
adolescent units.

In 1946, at a symposium on the inpatient treatment

of psychotic adolescents, Cameron (1950)

reported a two year

experience on the adult wards in England.

He advocated that

adolescent units be developed in conjunction with general psychiatric
hospitals.

Others such as Bardon and MacKeith (1950) noted that

although it was not "ideal" to maintain adolescents on adult wards,
they asserted that the delinquent patients did not belong in hospitals
and saw no reason for creating separate wards.

Hendrickson and his

associates (1957 , 1958, 1959) felt that the sicker, more impulsive
adolescents should probably not be treated on an al1-adolescent ward.
The tide was changing though.

In 1949, Sands opened an al1-adolescent

unit in England, reporting a 75% recovery rate for schizophrenics at
discharge.
It was in the late 1950' s that the University of Michigan began
some intensive research on adolescent units, noting that "mixed wards
were not advantageous because the marked differences between the
groups might lead to a negative therapeutic experience and the demands
of adolescents frequently placed the staff in a difficult position
(Hendrickson, Holmes, & Waggoner, 1959).

For these reasons and

because of an increasing demand for adolescent services, an all
adolescent facility was opened in 1956.

They noted:

We have found that not only do adolescents experience
more anxiety over psychiatric hospitalization than do
other patients; but that living on an all-adolescent

16

ward is even more frightening to them than being on an
adult ward. This seems especially true for boys. Even
so, this stimulating, competitive, anxiety arousing
atmosphere favored progress in therapy for properly
selected youngsters. (Hendrickson et al., 1959)
In 1961 Suess and Hoshino identified four reasons they felt
adolescents needed their own units.

These were:

1. Disturbed adults are poor identification models.
2. Adolescents lack normal heterosexual social relationships in an
adult ward.
3. Adolescent behavior would not be tolerated by adults or staff.
4. A state hospital
adolescents.

facility lacks a structured program for

They felt that careful programming and planning for adolescents was of
major importance.
Since the al1-adolescents wards were beset by selection
policies, and some by the inability to choose their clients certain
limitations exist in making valid comparisons.

Because of some of

these difficulties and the need for certain programs for adolescents
such as education, some clinicians still felt that adult wards for the
purposes of residence, with special programming might be an option.
In 1957, Miller reported a three year experience at Menninger,
treating the patients on the adult wards.

During that time, 24

adolescents were treated.
In a later report at Menninger, Scofield (1962) evaluated the
first

six years experience with 46 adolescent patients, 12

schizophrenics and 34 characterological disorders.
statistics were provided,

Although no formal

several points were raised that are
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noteworthy.

These included remarks pertaining to attitudes and

expectations of staff contributing significantly to the patients
behavioral

responses.

Their experience was that an adolescent

population consisting of 15% of the total group was optimal on adult
wards.

This figure of 15% was

also noted by Falstein et al.

(1960).

The positive gains reported by those researchers in favor of
such units were less stimulation, fewer diversions, less arousal, a
decrease in rivalry for staff attention, gaining status as an adult,
and peer pressure to conform.

Clearly other researchers such as

Curran and Suess and Hoshino would raise counter arguments.

In fact,

a 59 year experience with 273 adolescents on adult wards (Perry &
Levy, 1950) concluded that "the outlook for recovery of hospitalized
adolescents under state hospital conditions appears dim."
Specific fol low-up data comparing the results of treatment for
adolescents on either all adolescent units or on mixed wards with
adults does lend some light to the controversy, and are included in
the next section of this paper.

Follow-up Results:

Comparisons

Although outcome studies on adolescents have only been completed
in hospital

settings since 1939 , a number of pioneer psychiatrists

developed an interest in measuring the effect of hospitalization over
a hundred and fifty years ago.

Worcester State Hospital, in

Massachusetts, completed an early study back in the mid-1800's, noting
that 71% of their clients were discharged as recovered.
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Pertaining to adolescent care, the earliest follow-up studies
were completed at Bellevue by Carroll and Curran (1940), and Curran
(1939), and Nicklin and Toolan, (1959).

In 1939 Curran completed the

first published follow-up study, noting that 67% of the patients were
making a good adjustment.

This was primarily determined by their

living home.
In 1942 Carter presented a detailed three year follow-up of 78
consecutively admitted psychotic adolescents who were treated on adult
wards.

The patients were categorized into four outcome groups.
A. Complete Recovery
B. Social Recovery
C. Recurrent Crises
D. Mental Deterioration and Dementia requiring continued
hospitalization
Using a similar scale, Masterson evaluated the outcome of

adolescent patients admitted to a private psychiatric hospital.
were no special

There

treatment settings for the patients; they were

interspersed among the adult patients, and were usually 10-15% of the
population.

Few of his patients received psychotherapy.

His data

represented results from a setting without special facilities,
activities or orientations for the adolescent patient.

Table 1

reflects a number of researchers results.
Annesley reports results obtained from a specifically designed
adolescent treatment unit opened in 1949.

Although little of the

treatment techniques were discussed, it appears to be educationally
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Table 1
Comparison of Follow-up Results
-

Number of
Patients

Improved

Follow-up
In Year

Schizophrenic
Carter, 1942

No special program
On adult wards

47

13

30%

3

Materson, 1956

No special program

83

27

33%

5-10

Annesley, 1961

Adolescent Unit

78

33

42%

2-5

Warren, 1965

Adolescent Unit

23

8

35%

6-10

Weiss
1967

Adolescent/Adult Wards

23

11

48%

5

Adolescent/Adult Wards

26

16

62%

1-5

20

11

55%

5-19

&

Glasser,

Beavers &
Blumberg, 1968

Character Disorders
Masterson, 1956

No special program adult wards

Annesley, 1961

Adolescent Unit

198

119

60%

2-5

Warren, 1965

Adolescent Unit

55

41

74%

6-10

Weiss & Glasser,
1967

Adolescent/Adult Ward

12

10

83%

5

Beavers &
Blumberg, 1958

Adolescent/Adult Ward

13

9

69%

1-5

Total Figures
Means

55

54%

This table has been adapted from the work of Beavers and Blumberg (1968).
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oriented, using social, educational, and recreational facilites.

For

schizophrenics he reported 19% recovered and another 23% improved
during follow-up.

This was not as bleak as others.

Annesley's four

outcome criteria, were similar to Carter's, but he categorized these
as follows:
A. Recovered

(No symptoms)

B. Improved (Residual symptoms but making adequate social
adjustment and employed)
C. No change
D. Worse
Warren examined an adolescent program which, he noted, had
severe restrictions as to admissions.

The program had only 16% of the

total group being diagnosed as schizophrenic.

With some reliance on

organic methods, the program primarily consisted of an environmental
treatment emphasis.

Only one of the 23 patients diagnosed

schizophrenic was not severely disturbed in the follow-up period.
However, 8 patients were noted as being able to remain out of the
hospital and were therefore considered somewhat improved.

Of a larger

group of conduct disorders and mixed neurotic and conduct disorders 41
out of 55 patients were significantly improved at follow-up.

Warren

reported on the neurotics also, observing that 46 out of 63 patients
had shown significant improvement through the follow-up period.

This

was reported as a 75% recovery rate.
Weiss and Glasser reported on a 250 bed psychiatric hospital
that treated acute mental disorders of adults and adolescents with a
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special program being provided for the adolescents.

They noted that

most were manifesting schizophrenia six months after discharge.
one out of 55 patients was considered improved.

Only

A five year

follow-up, though, revealed greater improvement. This is the data
reported in Table 1.
Beavers and Blumberg (1968) studied a group of patients who had
been in the hospital at least three months.

In addition to the 47

patients described in their report, they indicate there were 124
adolescents discharged during the same time period who had been
hospitalized less than three months, thus they reported on a
significantly smaller portion of the population than were actually
admitted to their hospital.

They noted the three month cut-off was

arbitrary and was chosen feeling that it took that long, most likely,
for hospitalization to produce an effect.

Their long term group

included a lower percentage of character disorders and a higher
percentage of acute schi zophrenics, with essentially the same
percentage of organics, neurotics, and schizophrenics.

No other

comparisons were made.
Table 1 offers some tentative support for the supposition that
better results are obtained on units with specific adolescent
programs, with this being particularly true for schizophrenics.
A survey of discharge results from other studies reveals that
most authors have approximately the same experience, with generally 65
to 75 percent of the patients showing symptomatic improvement at time
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of discharge,

regardless of diagnostic category or therapeutic

approach.

Prognostic Factors and Long-term Outcome
Based on the research of Carter, Masterson, and Annesley, four
researchers (Gossett, Lewis, Lewis

&

Phillips, 1973) identified seven

factors they saw as correlating with long-term outcome.
1.
2.
3.
4.
5.
6.
7.

Severity of psychopathology
Process versus reactive onset of symptomatology
Intelligence
Family's level of functioning
Presence of a specialized treatment program
Completion of hospital treatment
Continuation of psychotherapy following discharge

These variables mark a step forward in attempting to identify
predictive variables specifically tied up with adolescent prognosis.
Although the general statement, "further research needed," can be
applied to these variables, the authors noted that the presence of a
specialized treatment program seemed to correlate with later success,
as did higher intelligence, completion of hospital treatment, and
continuation of psychotherapy after discharge.

Psychotherapy Outcome
The

various

authors

all

noted that with adolescents

psychotherapy becomes a difficult matter, to say the least.
Tramontana (1930) provided a critical review of the available research
on psychotherapy outcome with adolescents.

The author clearly noted

that there have been far fewer outcome studies on adolescents than
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with adults.

This becomes all the more true on adolescents treated in

residential psychiatric hospitals.
Tramontana (1980) suggests that this is probably because of the
greater number of potentially confounding factors that can obscure
and complicate the appraisal of therapeutic change in adolescence."
He notes, though, that the factors are not insurmountable.

His review

was based largely on articles published in the years 1967 to 1977 in
the Psychological Bulletin.

He located 35 articles, finding 18

clinical studies of psychotherapy outcome.

Tramontana noted that

little attention was given to either hospitalized or non-hospitalized
adolescents

with psychiatric disturbances.

Of the clinical studies, the author noted that just over half of
the studies dealt with non-hospitalized adolescents with varying
degrees of psychological or psychiatric disturbances.
remaining studies focused on delinquents.

Nearly all the

The author noted that only

one study was sufficiently well designed and rigorously executed to be
considered as convincing evidence of the superiority of psychotherapy
over non-psychotherapy conditions.

The overall result of positive

outcome was 75%, with a rate of 29% for those not receiving
psychotherapy.

The rates changed from this figure produced at

termination to one of 67% and 42% respectively three years after
termination.

The general conclusion was that more research was needed

but future research could tabulate, possibly such cross areas as what
would occur if a portion of these youngsters were to continue
follow-up therapy, with a group not receiving such help.

This
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variable, identified earlier could possibly swing things, or possibly
not.

Time will be needed to sort out these many questions.

Methodological Considerations
Follow-up research has generally attempted to tell us whether
patients have maintained or grown as a result of hospitalization.
What questions should one ask to assess this?

Should follow-up be

done at three months, at six months, a year, or five years after
discharge?

Is there an ideal time?

Erickson (1975) indicated that as

follow-up periods become longer it becomes increasingly difficult to
assess whether a relapse is due to some deficiency in treatment or
because of some unforeseen crisis.
The question of whether it is a breach of confidentiality to
pursue follow-up studies has not been a pressing problem. . .yet, but
this too might well become a problem area in the future.

A number of

follow-up studies have been done on adult patients, but far fewer on
adolescents.

Large scale projects are costly, consume considerable

staff time, and have had numerous problems locating former patients.
The majority of past follow-up studies have utilized interview
formats, with researchers noting that the clients continually ask
questions about staff, ex-patients, and that all of this makes it
difficult to gather data.
This method of gathering data, the interview, has been discussed
by these researchers fully.

The importance of facial expressions,

inflections, non-verbal cues in general, mannerisms, all could bias
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the information that is obtained.

How can this be minimized?

approach would be to train interviewers.

One

Another style would be to

begin to explore mailings and the use of questionnaires more fully.
Would two mailings yield a return of 50 to 60 percent?
would help alleviate the problem.

If so, this

Both Garber and Polsky (1970) and

Mumford and Lindburn (1969) suggested a multi-level approach to
follow-up studies.

The former state that patients should first be

mailed a letter, then follow-up with a telephone call, and concluded
the process with an interview.
Perhaps the Pandora's box could be closed by expanding on this
interview method.

This writer advocates a standardized questionnaire,

telephone calls by trained students, and only structured interviews if
the first two steps are fruitless.
An approach such as this would minimize, to a degree, the large
differences between research endeavors and allow more valid
comparisons of results.

Summary
The literature regarding the treatment and care of adolescents
placed in psychiatric hospitals was surveyed.

Though all such studies

were not presented, this review is the first such review prepared in
over twenty years.
Adolescents have been treated in numerous types of facilities.
Guttridge and Warren (1983) have noted in their research in California
that the deinstitutionalization movement has had several impacts on
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adolescents.

They view this primarily through a framework of shifting

populations or transinstitutionalization.

Thus, although status

offenders are not being sent to correctional facilities and several
states such as Massachusetts have closed down its juvenile public
correctional facilities (Lerman, 1982), these adolescents have shifted
to other parts of the system according to these two researchers.
These authors offer interpretations based upon fiscal shifts but note
that whatever the reason a real dearth exists in terms of the
professional literature available on adolescents as a whole, and on
hospitalized adolescents in particular.
Adolescents have become, then, a larger segment of the
psychiatric hospital population.

The question of whether they are

better helped in all adolescent units was debated and seems resolved.
The problems with aggressive youngsters has been long argued and may
become more and more of a problem if, as Guttridge and Warren
intimate, increasing numbers of behavior disordered adolescents are
placed in hospital settings rather than reform schools, drug centers,
and other forms of residential facilities.
The main problem in discussing adolescent programs, and making
suggestions is the severe lack of available research.

Follow-up

studies were reviewed with suggestions for future research noted.

CHAPTER

III

MEASURING THERAPEUTIC OUTCOME
Arbuckle ( 1977 )

stated that 30 years of research has not

sufficiently defined the process of counseling and the term itself is
so amorphous that it is almost meaningless.

Given this sad state of

affairs it does not seem surprising to realize why there is so little
systematic research on the effectiveness of treatment.

Fiske, Hunt,

Luborsky, Orne, Pari off. Reiser, and Tuma (1970) identified a number
of factors deemed critical with respect to the outcome paradigm.
These are as follows:
1. Measurement procedures should be standardized.
2. Measures should not be specific to one orientation.
3. Sufficient detail

of the measurement operation should be

reported to enable replication.
4. Multiple measures of outcome should be used.
5. The times of measurement should be standardized.
6. Outcome for each client should be assessed in terms of clientspecific goals or target symptoms.
7. Negative as well as positive outcomes should be reported.
Although this list is certainly not exhaustive it serves as a model
that is generally agreed to by other researchers.

Keeping these

suggestions in mind, this chapter will briefly review the literature
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on measurement of therapeutic outcome, the major shortcomings
associated with such measurement, specific recommendations regarding
these shortcomings, and provide a strong framework for the development
of the procedure for measuring outcome utilized in the present study.

Review of Literature on the Measurement of Outcome
In a review of outcome literature, Luborsky, Chandler, Auerbach,
Cohen,

and Bachrach (1971)

found that approximately 60% of

psychotherapy outcome studies used a single criterion for evaluating
outcome.

This criterion was therapist's ratings regarding

improvement.

Garfield, Praeger, and Bergin (1971) noted that the

second most used criterion was client self-report of improvement.
Both criteria are decidedly subjective and assess change from a single
perspective.
Bergin and Lambert (1978)

note that the use of one sole

criterion to evaluate growth is erroneous since therapy involves a
complex array of variables.

Further, Bergin (1971) notes that

therapeutic change is not uniform across patients and across different
problems.

Finally, we need to note that raters will be utilizing

different criteria in forming judgments and that their judgment will
be affected by the relationship of the rater to the client.
One alternative, then, to using a single criterion measure is to
assess change from more than one perspective.
though, have many problems.

Multiple perspectives,

There is strong evidence, for instance,

that there is little agreement among different raters about extent of
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progress made in therapy (Fiske, 1975; Garfield et al., 1971; Gurman,
1977).

As Fiske pointed out, high agreement will not be obtained when

different raters are using different material in forming their
judgments.

This very obviously makes the comparison of results

exceedingly difficult.

A number of researchers (Hadley & Strupp,

1978; Margolis et al., 1977) have determined that therapists ratings
deviate most from those of other raters, and that client's ratings of
outcome are more consistent with those of independent judges than they
are with therapist's ratings.

Thus, the status of those rating the

process of therapy must be considered when interpreting results.
In addition to the concept of multiple raters, a number of
investigators have suggested using multiple criteria of change and
appropriate instruments to assess those criteria (Bergin, 1971; Fiske,
1977; Kiesler, 1971).

Bergin, for example, suggested that since "the

process of therapeutic change in patients is multi-factorial"
researchers really would be best off specifying the sorts of changes
they expect for certain clients, rather than relying on global
ratings.

Others have suggested using process, as well as outcome

criteria (Kiesler, 1971), attitudes and symptoms (Fiske, 1977), or
one's functioning in social and cultural contexts (Howard & Orlinsky,
1972).
The problem, according to Garfield et al. (1971) is that when
outcome criteria utilize such diverse variables i ntervari abl e
correlations will be lacking.

In fact, Fiske stated that

the crucial

consequence of distinctiveness among outcome measures is that they are
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not interchangeable." Thus, the dilemma is that although multiple
criteria will contribute to a more meaningful composite of change for
a client, the generalizability of the results may really be severely
restricted.

Self Report Measures
With respect to self-report measures there have always been
reasons for the lack of interest in client self-report instruments in
outcome studies.

Margolis et al. (1977) cited five reasons that seem

worthy of our attention.

These follow.

1. It was thought that only professionals could make accurate
judgments about improvement.
2. Therapists were skeptical if client reports were favorable,
noting issues of positive tranference, and assumed clients were
resisting if evaluations were unfavorable.
3. Cognitive dissonance made most clients evaluate their experience
favorably.
4. Self-report data was not considered rigorous, scientific data.
5. There was no incentive, financial or otherwise, to monitor
client satisfaction.
Recent developments have really begun to change this negative attitude
toward self-report data.

Legally, the Community Mental Health Centers

Amendment of 1975, P.L. 94-53, has specified the need for client
evaluations if programs wish to receive federal funding.

On another

level, as mental health has begun to move from a medical model toward
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more active role in choosing their service providers.

This has become

visible in terms of the effects HMO’s have begun to have on
psychiatric and psychological services.

Last, there is a growing body

of research to support the validity of self-report inventories.

Let

us turn our attention to that data.
Sloane et al. (1975) reported that client ratings of outcome
were more consistent with the ratings of independent judges than were
the ratings of therapists, which deviated most from those of other
raters.

Similar findings were noted by Margolis et al. (1977).

Tnus,

clients may actually be better evaluators of outcome than therapists,
a view similar to that expressed by Horenstein et al. (1973).
Gurman's (1977 ) review of the literature determined that there
was,

in fact, little agreement between client's and therapist's

ratings of therapeutic change.

While his review failed to show the

aforementioned agreement between client and expert judges when rating
outcome, Gurman did emphasize the importance of client self-report
data.

He stated, "it can be tentatively concluded that patient's

ratings of. the quality of the therapist-patient relationship are at
least

as

powerful

as predictors of therapeutic change as

nonparticipant judges'

ratings and perhaps even somewhat more

powerful."
Thus, there is good evidence to suggest that client self-report
data is at least as accurate and certainly as valuable as other data
and should be made a viable tool in outcome research.

Erickson (1975)

reviewed several factors pertaining to measuring outcome and noted

32

reviewed several factors pertaining to measuring outcome and noted
that "The days of measuring hospital productivity by means of
inhospital and community stay data are nearly over..." Erickson noted
that, "The need is for different ways of asking questions and
different ways of designing studies to answer those questions." In
the present study, client self-report data, particularly as it
pertains to adolescent well-being was of great importance.

Several

researchers have also seen client opinion regarding outcome as
important (Coyne, 1978; Hochbaum, 1969; Morrison, 1978).
Many examples of self-report instruments appear in the
literature, although few have been designed for adolescents.

Despite

the limitations and problems with measuring outcome and with measuring
well-being itself the present investigation has chosen to utilize a
self-report format, strengthening certain methodological weaknesses by
utilizing three test measures, along with a number of comparison
groups.

The instrumentation, The General Well-Being Schedule, the

Current Adjustment Rating Scale, and the author-developed Inventory of
Adolescent Well-Being are all discussed in the next chapter of this
research investigation.
With regard to self-report measures overall, the first
systematic effort to develop them is typically credited to Woodworth
(1918).

It was during World War I that he attempted to assist the

army in the interview process by conceptualizing a process whereby
each each man might interview himself.

Questions were obtained from

psychiatrists and an instrument called the Personal Data Sheet was
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developed.

A small

amount of standardization was done but the

instrument was generally seen more as an interviewing aid than a test.
In discussing self-report inventories certain distinctions are
deemed helpful.

First, a self-report inventory implies a situation

where individuals describe their own characteristics and/or feelings
about any number of issues.

Such inventories, in a global way, ask

one to describe how they are as people in general.

The term inventory

is used for printed test-like instruments where, typically, scores can
be derived.
Certainly there are numerous types of such inventories with one
of the more widely known being the Minnesota Multiphasic Personality
Inventory.

The MMPI as it is referred to, is a highly sophisticated

tool aimed at differentiating certain personality characteristics and
types.
factors.

The instrument attempts to assess separate personality
Guilford (1959) provides a discussion of the many factors

seen in tests of various types.

More recent researchers include

Wiggins (1973) and Edwards (1970).
Certainly, the MMPI is only one example of an inventory.

The

Guilford-Zinmerman Temperament Survey (GZTS) was another example of an
inventory which contained numerous questions (300).

The inventory

contains 10 factors that are assessed by 30 items each.
Admittedly, self-report inventories are plagued by certain
difficulties.

Individuals can interpret questions in different ways.

Munmlly (1973) indicates that semantical difficulties are probably
the biggest problem inherent in these devices.

He indicates, tnough,
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that self-'nventories play an important role in research and applied
work and that they probably will continue to do so for a long time.
He indicates that although certain negative evidence exists regarding
the validation of these tools, probably they are more valid than the
measures provided by other approaches.

He discusses a number of

weaknesses and possible suggestions for future researchers.
overall

His

conclusion is that such instruments have a good deal of

usefulness and those who have "poked fun" at such inventories as being
unscientific have failed to produce more valid approaches.

His

conclusion is that we will probably be relying on these tools for a
good deal longer.

Problems in Research
Follow-up research generally attempts to tell us whether
patients have maintained or grown based on hospitalization, and to
what extent they are functioning in the community.

There are obvious

problems involved in locating former patients and there are no agreed
upon questions as to what we should ask.

Should the follow-up be done

at 3 months, at 6 months, 1 year, or 5 to 10 years after discharge?
It is probably easiest to acquire data soon after treatment is
completed.

Likewise, Erickson (1975) suggested that as the follow-up

period becomes longer, it becomes more difficult to determine if a
relapse is due to a deficiency in the treatment or to some unforeseen
cri sis.
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The question of whether attention to various interventions
during hospitalization or added stress at follow-up will affect
outcome has been adequately broached.

Returning to our initial

question, it might be the case that patients as a group can maintain
gains made in the hospital, but this may reflect little more than an
averaging of patients who continue to grow and those who regress.
Follow-up and correlations with length of stay statistics have not
been satisfactory to-date.

A number of the major questions affecting

hospitalization have been targets of research, but not with adolescent
populations.
ago.

These studies were generally completed over a decade

Can patients be treated in a shorter time (Caffey, 1971), in day

hospitals (Wilder et al., 1968), what is the value of smaller units
(Guriel, 1966) and other questions have not focused on adolescent
populations.
Large scale experiments involving several hospitals are costly
and difficult to implement.
nature of hospital wards.

They also assume the interchangeable

The question I pose is how can productive

research strategies be accommodated to small single units?

The

problem in comparing the results might be partially overcome if
similar approaches and questions were unified.

Programs grow and

change as do patients, long term studies could provide data helpful in
addressing these problems.
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Data Gathering:

The Interview

The problem of communication cannot be overlooked.

When Carroll

and Curran completed their follow-up on the Bellevue unit they often
used probation officers to acquire some of their data.

The use of a

personal interview also was employed by Beavers and Blumberg (1968),
Herrera et al. ( 1974), Beckett et al. (1962), Masterson ( 1958),
Gossett et al. (1973, 1977), Weiss and Glasser (1965), Offer et al.
(1960, 1970), King and Pittman ( 1969, 1970), and Hartmann et al.
(1968 , 1969). Although all these researchers met with clients for the
purpose of exchanging some information, the importance of mannerisms,
bodily attitudes, facial expressions, inflections, intonations, and
the non-verbal cues could have prejudiced certain results.

An adult

can be misled with astonishing ease in a face-to-face interview with
an adolescent (Pollack, 1966).

Attempts to be more objective, by

interviewing parents only raises another set of problems.

Pollack and

his associates found several patients refused to be interviewed. .
.seven because of anxiety and one stated that the interview itself
caused rehospitalization.
The two questions most often asked of a psychiatric treatment
program are whether it is successful and second, what factors are
associated with good or bad outcome.

The research design most ideal

would be to match treated and untreated adolescents on basic
individual and family variables to assess the effects of treatment
within a matched patient population.

The strategy of obtaining

appropriate control groups for evaluative research has been discussed
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at length by Robins and O'Neal (1971).

Why haven't researchers

compared long-term post-discharge level of functioning of treated
adolescents with those who did not receive treatment?

The answer is

that it would involve refusing to provide available treatment to a
number of disturbed adolescents.

From a scientific, objective point

of view then, all current studies must fall short of ideal design.
Nonetheless, if a project design incorporated objective measurement of
a sample from time of admission through the treatment process with
re-evaluation after discharge, important information could be derived,
regarding both the success of the treatment program and the correlates
of patient outcome within that particular setting. The standardization
of certain questions and procedures would allow comparisons on a much
more valid level.

For instance, although several studies have

utilized personal interviews, if the questions were agreed upon, we
might assume that the general problems of interviewing could affect
all

the studies and feel

fairly safe in making some overall

comparisons.
Likewise, with a full appreciation that necessary limitations
prohibit investigators from obtaining definitive answers, we might
agree that we still can accumulate important and relevant data within
somewhat more limited objectives.
With respect to follow-up research on adolescents, Lewis et al.,
(1977) suggested a focusing on the following:
I. Delineation of the relationship between currently measurable

patient, family, and treatment variables and long-term outcome.
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II. Development and refinement of more sensitive measuring devices
for variables related to patient present illness and outcome
and
’
III. Development of forms of data collection and dissemination that
allows for ongoing feedback from the research to the clinical
setting.

Variables to Study
The selection of variables to study can be imposing in a
hospital setting.

Gossett et al. (1973) identified six variables that

were reported in several of the major follow-up studies.

An important

factor in variable selection is the availability of desired variables.
For example, while multiple sources of input relative to patients
adjustment at follow-up might be theoretically desirable, the problems
of logistics and confidentiality may make this unreasonable.
Recognizing that less than laboratory perfect research can be useful,
particularly if completed over a period of years, is an important step
in acquiring more data.
In the hospital, where much that occurs is recorded and where
past histories are generally filed, we find that a good deal of
research begins by reviewing past records.
collection of post-hospital data.
patients can be formidable.

More difficult is the

For instance, locating former

The gathering together of several names

and addresses at admission might make this somewhat less arduous
though.
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Data Collection
Among the techniques available for the data collection, those
most frequently used are the face-to-face interview, telephone
contacts, and mailed questionnaires.
and limitations.

Each approach has its advantages

Most researchers have chosen the interview.

Both Garber and Pol sky (1970) and Mumford and Lindburn (1969)
suggested a multilevel approach to follow-up studies.

The former

state that patients should first be sent a letter, followed up by a
telephone call, and then a personal interview.

While I applaud such

thinking I feel this does not go quite far enough.

Ideally research

should begin when the patient first enters the hospital.

At that time

the patient can be informed that he will be involved in a follow-up
study after treatment is concluded.

His active assistance can then be

enlisted! As much as possible the therapist should probably not be
the investigator.

Several names and places should be written down and

whatever problems arise with respect to confidentiality noted.
Several author's noted the experience of opening Pandora's box
when interviewing patients in follow-up.

This is to say, the patients

would want to know where some other patient moved to, what happened to
certain staff, and on and on.

This issue needs to be decided, and

some of this might well be dealt with by using telephone follow-up
techniques, as well as a two tier mailing for follow-up information.
The advantages of mailings have not been thoroughly investigated with
respect to follow-up research.

Given that follow-up data is difficult
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to obtain, a standard questionnaire might lend itself to the problem
nicely.

The Outcome Problem
Every counselor wants to believe that his clients are helped by
his effort and based on the results we have already looked at, a
sizable proportion of patients typically in the range of 70%, will
agree.

Unfortunately, these statistics do not reflect a rate of

spontaneous recoveries nor reflect how effective different therapeutic
interventions are.

No review of the literature addressing the effects

of hospitalization would be complete without some comment on
psychotherapy research.
be instructive.

A brief review of Eysenck's (1952) survey may

Eysenck reasoned that in order to make any meaningful

statements about the effects of psychotherapy, it is necessary to
compare psychotherapy patients with "untreated controls." The effects
of psychotherapy, if there were effects, could then be demonstrated by
comparing the differences between the two groups.

The base line was

provided by two studies, one dealing with the percentage of neurotic
patients discharged as recovered or improved from Mew York State
Hospitals, the other a survey of 500 patients who presented disability
claims due to psychoneuroses and who received treatment from general
practitioners.

The assumption was made that the patients did not

receive psychotherapy.

The amelioration rate in both studies was in

the neighborhood of 72%.
fol1ows:

Typical criteria of recovery were as

41

1. Return to work and the ability to carry on well in economic
adjustments for at least a five year period.
2. Complaint of no further or very slight difficulties.
3. Making of successful social adjustments.
The results of these studies were compared by Eysenck with 19 reports
in the literature dealing with outcomes of both psychoanalytic and
eclectic types of psychotherapy.

Pooling the results, he noted that

patients treated with psychoanalysis improved 44%; patients treated
eclectically improved 64%, patients treated only custodially or by
general practi tioners improved 72%.
appears

that an

Thus, a paradox existed.

It

inverse relationship between intensity of

psychotherapeutic treatment and rate of recovery was observed. He
indicated that "roughly two-thirds of a group of neurotic patients
will recover or improve to a marked extent within about two years of
the onset of their illness, whether they are treated by means' of
psychotherapy or not."
Researchers have pointed out certain weaknesses in Eysenck's
design.

For instance, his so-called untreated controls are certainly

deficient, the criteria for discharge from a state hospital may vary
from those of a psychoanalytic center, and the spontaneous recoveries
could be spurious.

Last, if Eysenck's conclusions regarding recovery

over a two year period were accurate, why then do we continue to
observe such a degree of emotional disorders?
are worth exploring.

Several points though

One, Eysenck classed those who stopped treatment
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with those who were not improved.

Is this reasonable?

presented his tabulations under four headings.

Eysenck

They follow:

1. Cured or Much Improved
2. Improved
3. Slightly Improved
4. Not Improved, Died, Discontinued Treatment, etc.
These categories might indeed be considered crude.

Last, the setting

that therapy occurs in may in itself be a powerful predictor of
success, one that was neither discussed nor has been adequately
explored.

Eysenck's study, his survey, is a telling example of the

confusion that arises when one uncritically mixes studies in which a
variety of criteria, frequently unspecified are adopted.
probably will

This dileima

not be resolved until investigators develop more

specific indicators of treatment outcomes.

This will probably involve

the use of operational definitions for some terms, and a concensus on
terms such as "complete recovery." Clearly this will be one of the
major tasks.

As Jahoda's (1958) review of concepts in mental health

noted, mental health is an individual and personal matter; it varies
with the time, place, and culture and expectations of the social
group; it is one of many human values; and it should differentiate
between the person's enduring attributes and particular actions.
Jahoda discerned six major approaches to be considered.
fol1ows:
1. Attitudes of the individual toward himself.

They are as
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2. Degree to which person realizes his potentialities through
action (growth, development, self-actualization).
3. Identification of function in the individual's personality
(integration).
J
4. Individual's degree of independence of social influences
(autonomy).
5. How the individual sees the world around him (perception of
reality).
6. Ability to take life as it comes and master it (environmental
mastery).
Jahoda clearly indicates a need for better empirical indicators
positively of mental health.

The development of outcome criteria in

psychotherapy very likely overlaps these.

This is but one researcher

that did not agree with Eysenck's conclusions.
Eysenck's appraisal of the effects of psychotherapy relied upon
too few studies to support the strength of his conclusions.

Eysenck's

1960 conclusions were still based upon a small and unrepresentative
sample of the available universe.

His conclusions did not change,

although evidence in favor of behavior therapy based upon learning
theory was emerging.

Since Eysenck's negative assertions there have

been numerous works using different studies that were at variance with
his conclusions.

Meltzoff and Kornreich (1970), Lambert (1976) and

Luborsky et al . ( 1975) all drew conclusions regarding the general
efficacy of psychotherapy.

Luborsky et al. looked at different

variables relating to psychotherapy and arrived at certain conclusions
even though the studies utilized di fferent methodologies.

Lambert
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reviewed the same studies that Eysenck had, using more modern types of
statistical procedures and arrived at markedly different conclusions.
In regard to adolescence, the focus of this paper, evidence has
recently been mounting.

This, then, will be the focus of the next

section.

Psychotherapy Outcome Research -- The 1970's
Tramontana (1980) critically reviewed the research on
psychotherapy outcome with adolescents.

His review was certainly not

exhaustive, being based largely on articles published in the years
1967 to 1977.

He did locate 35 articles, finding 18 clinical studies

of psychotherapy outcome, 20 reports on 15 experimental studies of
outcome.

Over half of these 15 investigations focused exclusively on

delinquents with greater emphasis being placed on delinquent boys than
girls.

Little attention was given, according to Tramontana, to either

hospitalized or nonhospitalized adolescents with psychiatric
disturbances.

Of the clinical studies, Tramontana noted that just

over half of the studies dealt with nonhospi tali zed adolescents with
varying degrees of psychological or psychiatric disturbance.
all

the remaining studies focused on delinquents.

Nearly

The author noted

that only the studies by Massimo and Shores (six published reports)
were sufficiently well

designed and rigorously executed to be

considered as convincing evidence of the superiority of psychotherapy
over no-therapy conditions.

The authors were also able to show that
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the experimental intervention made a positive difference in terms of
subsequent school, work and legal adjustment.
The research on psychotherapy, as noted by Tramontana (1980) is
certainly narrow in scope, with an emphasis on the study of group
therapy.

The research that has been done has focused largely on

delinquents, with a real
disturbed adolescents.

paucity in regard to psychiatrically

The general conclusion reached here is that

considerably more research would add to the body of knowledge already
in existence, could offer some solution to basic methodological
problems, and look at an area that in no way has been adequately
explored, that being the efficacy of hospitalizing emotionally
disturbed adolescents.
In assessing the value of treatment numerous researchers
highlighted the need for new and more sensitive measurement
instruments, Tramontana's review saw this need as did others.

Conclusions
Collectively,

the previous discussion suggests that in

conducting scientific outcome research there is a very clear place for
self-report instrumentation and for instrumentation developed for and
standardized on adolescents.

Some of the issues that emerge as

researchers investigate outcome were discussed and included the
problems of data collection and procedural methodology.
There appears to be little excuse for future research to
continue as in the past, what with current methodology easily
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available to assess

reliability and validity data as new

instrumentation is developed.

Certainly researchers have to address

numerous concerns when choosing instrumentation, and particularly when
choosing self-report outcome measures.
concerns and raises new issues.

This review spoke to these

Certainly there is pressure to

demonstrate the effectiveness of therapy but without clear and
systematic instrumentation and methodology the field will continue to
be plagued by a lack of comparability of findings.
It seems clear, then, that new direction is needed.
(1983) suggests grassroots innovation is in order.
has noted this need.

Scott Budge

This discussion

CHAPTER

IV

METHODOLOGY
General Statement of Problem
It was the purpose of this study to advance an area of knowledge
concerned with psychiatrically disturbed adolescents, using comparison
groups of normals, hospitalized, and a follow-up group of youngsters.
Specifically, the study sought to:
1. Develop an inventory that facilities might use as a follow-up
instrument which would be simple, easy to complete, and which
would provide a total score relative to adolescent well-being.
2. Compare the well-being of youngsters currently attending local
high schools, in order to provide a "normal" mean score, with
youngsters receiving 24 hour-a-day psychiatric care, with a
group of adjudicated adolescents in order to provide data on
similarities and differences between hospitalized and
adjudicated youth,

and with a follow-up group of former

hospitalized adolescents.
The study was conducted at Altobello Hospital, a psychiatric
hospital serving two-thirds of Connecticut's adolescent community;
Long Lane School, a State of Connecticut facility for adjudicated
adolescents; and in Manchester and Ledyard High Schools, two high
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schools serving two local

communities within these facilities

catchment areas.
At the commencement of this study Altobello's caseload was 60
adolescents and Long Lane's was 120 adolescents.

Methodology
Experimental Design
The experimental design used in this study was a four-group
version (Figure 1) of an experimental group—control group, posttest
design.

Reasons for exclusion from the sample included: (a) refusal,

(b) severe retardation, (c) severe mental disturbance (to the point of
not being able to comprehend time or place), or (d) lock-up or
infirmary status.

Control Group
Normal
Figure 1.

Adjudicated •
Detention

Hospitalized

Follow-up
Home

Four group, posttest design

All participants were tested by Tony D. Crespi, with assistance
being provided by Subject Teachers in their respective classes.

Prior

to completing the questionnaires, the participants were explained the
purposes of the project, consent was obtained, and questions were
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answered.

Each participant was provided with a packet containing the

three questionnaires.

Sample
The participants were 136 high school students attending two
local

high schools in Connecticut; 105 adjudicated adolescents

residing at the Long Lane correctional facility in Middletown,
Connecticut; 109 hospitalized adolescents receiving 24 hour-a-day
psychiatric treatment at Altobello Hospital, a State of Connecticut
psychiatric hospital

located in Meriden, Connecticut; and 194

adolescents discharged from Altobello Hospital for a period of at
least eight weeks.

The participants ranged in age from 13 through 20.

Additional information on each group follows.
Normal s.

The sample consisted of 76 students at Ledyard High

School and 60 students at Manchester High School.

At Ledyard, 36 boys

and 40 girls participated. In Manchester, 23 boys and 37 girls
participated in the project.

The students were selected simply by

being in a random assortment of English classes.

English classes were

chosen from all but the high academic levels.
Detention. The sample consisted of 105 adjudicated adolescents
residing at Long Lane School in Middletown, Connecticut.
consisted of 13 girls and 87 boys.

The group

Of the 105 only 90 completed the

questionnaire and are included in the analyses.

The nonparticipants

were male and included 7 refusals, 4 students who were working and
were not available, 2 students in lock-up and who were also not
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available, and 2 students who were in the infirmary and who were
unavailable.

The facility had an additional sample of 11 students

who were on the census but they were A.W.O.L. on the days of the
assessment process.

The data included in the research, then, is on

the 90 adolescents who actually participated in the project.
Operated by the State of Connecticut's Department of Children
and Youth Services, the Long Lane facility has the responsibility for
providing a program of treatment and educational services for
adjudicated delinquent children and youth who require secure or
semi-secure custody.

After-care services are also provided for those

youth who are adjudicated but who are placed in community based
programs and facilities.
The facility is the state's only coeducational residential
facility for adjudicated youth.

Male intake numbers, as described,

outnumber female, according to the facility, by a four-to-one ratio.
The average age is fifteen and a half.
Founded originally as a school

and home for wayward and

delinquent girls, the school merged with the Connecticut School for
Boys in the late 1960's, being the state's only public facility for
adjudicated delinquents.

The treatment program, Guided Group

Interaction, is based upon a group change philosophy.

The program is

designed to provide a structure and atmosphere conducive to the
development of a positive, rather than a negative peer culture.

The

staff perceive themselves, according to the facility, as teachers or
facilitators who view behavior problems as opportunities for the group
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and the individual to react responsibly and to, therefore, learn
appropriate behavior.

Group meetings are held daily.

The objectives of the treatment program are as follows:
1. Identify individual problems
2. Overcome "sitting" on problems
3. Work on solving problems
4. Help each other to go on placement
5. "Make it" on placement
The overall treatment philosophy is based on certain principles
of Reality Therapy and includes a desire for students to become
responsible, caring, and competent.

The school has a specific

philosophy it has developed that it encourages the students to read
and accept.

This follows:

Today I am at Long Lane School because I have chosen to
not act responsibly, resulting in my removal from the
community. Responsibility means that I must learn to meet
my needs without interfering with other people meeting
their needs. My being here is a last opportunity to learn
to live with other people.
I know I must remain here until I have learned to be
responsible. The acceptance of responsibility starts when
I choose to deal with my problems. As I become more
involved with others my responsibility increases and helps
me to deal with problems. In helping others I help myself
and I feel better about myself and those around me.
At times, accepting responsibility causes me pain.
When I feel this pain, I may share it with others who will
work with me to help me change. This sharing gives me the
chance to know myself better and allows me to know others
better. When I deny my pain, I keep myself from growing
and I am again running away from responsibility. I accept
responsibility for my behavior and my feelings. When I
feel bad I must deal with this feeling in a responsible way.
I know that accepting responsibility contributes to my
happiness. Happiness is a direction in life and not a
place. Putting another person down or "ranking" does not
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make me happy nor does it make me any bigger. Since I am
on common ground with my fellow students, we can give each
other the strength, understanding and caring we each need.
It is through active participation in the group that I will
learn to accept responsibility and earn the right to return
to the community.
The philosophy and technique of Reality Therapy is outlined in
the treatment philosophy Long Lane has developed and interacts with
the techniques of Guided Group Interaction.
The program operates on a level system known as "Freshman,
Sophomore, Junior, Senior, and Release Eligible." After a one month
period of time following admission a student may petition for Freshman
status.

All promotions from one level to another require approval of

both the students group and the counseling team.

Mo home passes are

allowed until two months have passed following admission.

It is upon

admission that each resident is admitted to either the Intake Wing of
the Diagnostic and Secure Treatment Unit or, in emergencies, to their
home cottage.
Upon admission each student receives the following:
1. Comprehensive educational testing
2. Social history and caseworker interview
3. Review of clinical material and referral for psychological and
psychiatric services as needed
4. Preliminary health screening
5. Program orientation
It is one week after this occurs that a meeting, termed an Intake
Staffing, is held to integrate and present results to the cottage
staff.

Each cottage maintains individual records and operate numerous

process meetings based upon the principles of Guided Group Interaction.
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In a general way the facility is situated on 217 acres, with
more than thirty buildings.

Units include one cottage for females and

three cottages for males with three additional secure units also for
males.

Total capacity is 124.
Hospitalized.

Also operated by the State of Connecticut's

Department of Children and Youth Services the hospitalized sample
included patients receiving treatment at Altobello Hospital, a
psychiatric hospital

for the treatment of severely disturbed

adolescents who require inpatient treatment.

All patients, according

to state statutes who are considered appropriate for admission to a
psychiatric facility must have been evaluated by a physician and
determined to have a psychiatric illness which necessitates
hospitalization in a psychiatric setting.

A psychiatric placement

is, according to statutes, considered to be placement in the most
restrictive environment.

Each patient's record must have

documentation that their condition warrants this level of restrictiveness.

For the 1983 calendar year the hospital admitted 259 patients

and rejected 138 clients who did not meet these criteria.
following general statistics describe those admitted:

The
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Admissions
Mai e
Female

Type of Commitment
144
115

Ages on Admission
13-15
16-17

130
129

Ethnicity
Bl ack
Whi te
Hispanic

P.E.C. (Medical)
Court
Vol untary

139
32
33

Average Length of Stay
Total
Males
Females

59
50
59

Disposition
51
139
19

Home
Another Hospital
Residential Placement
Group Home
Court
From A.W.O.L.
Other

111
19
29
8
17
27
23

Although only 97 actually completed the testing 109 adolescents
were initially presented as available.

Of that group two refused,

three were psychotic, four were retarded, and three could not
understand the questions and were not able to comprehend the task.
The hospital's mission, as described in its manual, is to
provide emergency psychiatric intervention, evaluation, and short to
intermediate term treatment to adolescents (ages 14 through 17)
residing within the eastern two-thirds of the State of Connecticut,
and who because of the severity of their mental illness or behavioral
disorder cannot be evaluated or treated in a less restrictive
environment.

Subgoals involve the completion of evaluation in a

timely fashion and addressing questions of competency, diagnosis,
treatment, and placement.
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The hospital

provides triage, assessment, treatment, and

placement services.

Alternative community resources must have been

exhausted or deemed inappropriate before a prospective patient can be
admitted.

Further, there must be reasonable expectation that

hospitalization will effect sufficient change so that treatment can be
provided or continued in a less restrictive setting.
The plan for professional services, developed under the guidance
of the Clinical Director indicates that it is the conviction of the
staff that adolescent psychopathology can best be understood as a
reaction to a disturbance of organic, developmental, and environmental
factors.

Treatment involves a complete assessment with the

development of written plans.

Assessed needs include physical,

psychological, developmental, familial, social, environmental,
educational, and recreational factors.

The facility utilizes a

variety of therapeutic modalities including individual, group, and
family therapy.

Certainly a residential, milieu, program is

considered an integral part of good treatment.
The hospital itself is located on a hill, near a large local
park.

The hospital occupies several buildings with the largest

housing two closed units and an unlocked unit being located in a
separate building.

The residential

program on all units are

behavioral in nature and provide a safe and structured environment for
the clientele.
Criteria for admission include an age requirement of ages 14
through 17.

All patients considered appropriate for admission must
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have been evaluated by a physician and determined to have a
psychiatric illness requiring inpatient psychiatric hospitalization.
Court ordered evaluations should document the need for inpatient
hospitalization.

Some voluntary admissions are accepted yearly.

All

admitted youngsters must reside in the hospital catchment area.
Upon admission the patient is assigned to an evaluation team
consisting of a psychiatrist, psychiatric social worker, psychologist,
and ancillary staff as deemed appropriate.

Typically this includes a

nursing evaluation, a residential evaluation, and an educational
interview.

Within seven days following admission an evaluation

conference is held and the results reviewed.

General treatment goals

are generated, a diagnostic formulation is made, and a projected
length of stay is determined.

The conference attempts to integrate

the following: physical, psychiatric, psychological, psycho-social,
nursing, residential care, speech and hearing, recreation, education,
and work program.

The Evaluation Conference is chaired by a

psychiatrist who is responsible for a summary note outlining the
findings.

At that time the primary therapist, either a psychologist

or a psychiatric social worker, assumes responsibility for convening a
treatment team who assume responsibility for the implementation of
goals.
The hospital operates under a multidisciplinary orientation and
each patient receives an educational program developed in consort with
their local educational agency and each treatment team is comprised of
representatives from at least three disciplines.

Discharge planning
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begins on admission and must be documented and is reviewed by a
Utilization Review Committee.

The hospital is accredited by the Joint

Commission of Hospital Accreditation and the State of Connecticut.
Follow-up.

The follow-up group consisted of discharged patients

from Altobello Hospital.
which 71 resided at home.

This group constituted 194 patients, of
Of that group one adolescent refused to

participate in the project. The remaining group of 123 adolescents
resided in a number of different settings including group homes, jail,
other hospitals, friend's homes or they were simply unavailable due to
extraneous variables.

This group ranged in age from 13 through 20 and

had been discharged from eight weeks through 72 weeks.
The length of stay on all discharged patients ranged from one
week (2 patients) to 99 weeks (1 patient).

Table 2 shows a brief

outline of the length of stay statistics in weeks.

The first group of

234 represents adolescents from the other groups.
With respect to follow-up itself, in other words to the time of
follow-up from date of discharge the range was from eight weeks
through 72 weeks.

The data, shown in Table 3, is on the entire

group of discharged patients, although results have been divided
between those adolescents residing at home and those in placement.

General Descriptive Data
Table 4 shows some general descriptive data comparing sex
breakdown between the groups.
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Table 2
Length of Stay in Weeks

Item
0
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
18
20
22
23
24
26
27
28
32
36
40
44
48
56
72
76
96
99

Freq.
234
2
50
19
25
7
12
4
19
2
7
1
20
5
11
1
11
4
10
3
1
21
4
2
4
6
6
3
2
9
2
3
2
1
3

ADJ
PCT
45
0
10
4
5
1
2
1
4
0
1
0
4
1
2
0
2
1
2
1
0
4
1
0
1
1
1
1
0
2
0
1
0
0
1

CUM
PCT
45
46
55
59
64
65
68
68
72
72
74
74
78
79
31
81
83
84
86
87
87
91
92
92
93
94
95
96
96
98
98
99
99
99
100

Table 3
Follow-up Time in Weeks

Item
0
8
10
12
14
16
18
20
22
24
26
28
32
34
36
38
40
42
44
48
52
56
60
62
64
68
72

Freq.
323
1
2
15
1
9
1
13
3
21
1
2
13
1
11
1
12
1
10
37
6
12
2
1
2
3
12

Adj.
Pet.

Cum.
Pet.

63
0
0
3
0
2
0
3
1
4
0
0
3
0
2
0
2
0
2
7
1
2
0
0
0
1
2

63
63
63
66
66
63
68
71
71
75
76
76
78
79
81
31
83
84
85
93
94
96
97
97
97
98
100
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Table 4
Descriptive Data by Sex
Group

Males

Females

Manchester

23

37

Ledyard

36

40

normals Combined

59

77

Detention

87

18

Hospitalized

54

43

Follow-up/Home

45

25

Fol1ow-up/Unavai 1 abl e

68

55

114

80

Follow-up/Combined
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Instrumentation
Three separate research instruments, included in the Appendix
were used in the collection of research data.

The measures included

the General Well-Being Schedule (GWBS) (See Appendix B), the Current
Adjustment Rating Scale (CARS) (See Appendix C), and the author
developed Inventory of Adolescent Well-Being (IAWB) (See Appendix A).
Individual descriptions of each instrument, along with supportive data
foliov/.

The rationale for the development of an instrument

specifically oriented to adolescents is wel 1-documented and has been
discussed.

Beyond the test instruments Psychosocial Histories were

reviewed on the two follow-up groups and certain comparisons were
made.

A description of that procedure is also included in this

portion of the research.
General Well-Being Schedule.

The General Well-Being Schedule

was developed by H. J. Dupuy for the National Center for Health
Statistics.

The instrument purports to measure "general psychological

well-being," "the net impact of the many forces which affect an
individual's subjective emotional or feeling states" (Dupuy, 1978).
The schedule was administered to a sample of 6,913 noninstitutionalized adults ranging in age from 25 to 74.

The schedule focuses on a

person's inner personal state rather than those feelings geared toward
external conditions.
Constructed with items allowing for both positive and negative
feelings, Dupuy indicated that "results of several analyses (of the 13
items) provided sufficient evidence that a reasonable and strong
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inference can be made that these indicators can be combined to form an
overall index of general well-being (GWBS)." The first 14 items were
six response option items, while items 15-13 were zero to 10 rating
bars.

For scoring purposes the responses were assigned ordinal scores

from 1 to 6 or 0 to 10.

Low scores represented more distress and high

scores represented a higher level of functioning.
Statistical results, as reported by Dupuy are as follows:
1. Internal consistency was high (r=.93).
2. The GWBS correlated with other tests as highly as those tests
correlated among themselves (r=.5 to .7).

Those tests included

the Zung, Beck, MMPI, and the Symptom Check List 90.
3. A strong general factor for the 18 items was found using factor
analysis.
4. Test-retest reliability after three months yielded coefficients
of about .80.
5. Two validation studies revealed that the GWBS successfully
discriminated mental health patients from population samples
(r=.43 and .56).
A 1977 validation study by Fazio concluded that "because the
GWBS is brief, wel 1-designed, and relevant in content, it should be
useful

in a variety of research and applied settings, including

psychotherapy outcome research." Conducted as a validational study
for the Department of Health, Education, and Welfare, Fazio compared
the GWBS with those other measures in terms of concurrent validity
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against interviewer ratings of depression and intercorrelations among
the scales.

The results are as follows:

1. The GWBS successfully differentiated less depressed from more
depressed students.
2. The GWBS correlated as highly with the other tests as they did
among themselves.
3. Test-retest reliability was .85.
In conclusion, then, the test was chosen because of its simplicity,
reported validity and reliability, and brevity.
Current Adjustment Rating Scale.

Based upon the Psychiatric

Status Schedule, this instrument was developed by Charles B. Truax for
use with adults and could be completed by client, therapists,
psychometrists, or relatives and friends.
slightly with each form.

The instructional sets vary

The scale consists of 14 nine-point Likert

type scales which require the respondent to evaluate current
functioning, satisfactions, and likeability.

The higher a total score

the more favorable that person's current adjustment.
In a study designed to examine intersource consensus in
assessing therapeutic outcome Berzins, Bednar, and Severy (1975)
administered the CARS, Psychiatric Status Schedule, the MMPI, and a
Q-Sort to clients, therapists, and psychometrists both before and
after therapy.

While they were interested in intersource consensus,

they said this about the CARS: "overall, however, the CARS emerged as
the most promising instrument for further exploration, not only
because of its strong relationship to all

other measures of
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improvement used in this study but also because of its relative
brevity.

They went on to state that it was quite promising "not only

because of its correlation with other instrumentation. . .but because
the instrument provides a total score reflecting current adjustment."
The CARS was chosen, then, because of its promise to the field,
because of its need for validational data, because of its simplicity,
and because of its correlation with other instrumentation.
Inventory of Adolescent Well-Being.

Given the utter lack of

instrumentation specific to adolescents there is a need for an
instrument specifically geared to adolescents.

Initial development of

the IAWB consisted of asking a sample of adolescent psychiatric
patients, psychologists, social workers, and psychiatrists employed in
adolescent facilities to write items they felt were critical to the
assessment of adolescent well-being.

In addition to this process,

researchers were contacted who are or who have been involved in
outcome research with psychiatrically ill adolescents.

Comparisons

were made with similar inventories and an initial draft was written.
This draft was then shared with Allen Ivey, Ena Nuttall, and Nancy
Lamb, all of the University of Massachusetts, in order to acquire
feedback.

The draft was revised and pilot tested on a sample of

treated and untreated adolescents in order to acquire first-hand
feedback.

Suggestions were obtained, revisions were made and an

actual pilot study was conducted with 18 hospitalized and 18 untreated
adolescents.

The purpose was to obtain data on item discrimination.
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The initial pool of items, it should be noted, was developed
keeping in mind Jahoda's (1958) review of concepts in mental health,
along with those general areas proposed by Eysenck in his 1952 review
of the outcome literature on psychotherapy.

Jahoda noted that mental

health is an individual and personal matter; it varies with the time,
place, culture, and expectations of the social group; it is one of
many human values and it should differentiate between the person's
enduring attributes and particular actions.
follow.

Her six categories

It is worthwhile to note that certain words have been added

to avoid sexual discrimination.
1. Attitudes of the individual toward him or herself
2. Degree to which a person realizes his or her potentialities
through action (growth, development, self-actualization)
3. Identification of function in the individual's personality
(integration)
4. Individual's degree of independence of social influences
(autonomy)
5. How the individual sees the world around him or her (perception
of reality)
6. Ability of take life as it comes and master it (environmental
mastery)
Eysenck's (1952) outcome criteria were those general criteria
that he extracted from the outcome literature available at the time.
These follow:
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1. Return to work and the ability to carry on well in economic
situations for at least a five year period
2. Complaint of no further or very slight difficulties
3. Making successful social adjustment
The intention of the scale would be to develop an instrument
with potential as a follow-up instrument or screening device for
adolescents.

It was anticipated that the inventory should assess

several aspects of adolescent well-being, be able to discriminate
hospitalized

from "normals,"

and be uncomplicated in its

administration. It was planned that the scale would be able to produce
a total score on the overall concept of well-being.
As noted in Chapter III, Self-Report Inventories have been in
use and have been quite popular for some time.

It was, perhaps,

during World War I that self-report inventories, such as the Inventory
of Adolescent Well-Being, owe their history.

It was at that time that

a fellow named Woodworth decided to develop a test whereby a man could
actually interview himself.

The questions were similar to those asked

by psychiatrists and developed into the Personal Data Sheet.

A small

amount of standardization was conducted on the instrument and the
procedure was considered more as an aid in interviewing than a test.
For our purposes a self-report inventory, a questionnaire where
an individual rates himself or herself was chosen.

Such as inventory,

as developed truly asks the respondents what he or she is like as a
person.
derived.

It is described as an inventory because a total score can be
The reason for identifying the Inventory of Adolescent
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Adolescent Well-Being as a self-report inventory lies in the
importance in distinguishing the IAWB from other types of personality
tests or instruments developed with different theoretical notions and
objectives in mind.
The tradition of self-report inventories is a strong one and
includes the development of the MMPI, the Minnesota Multiphasic
Personality Inventory, a very sophisticated instrument, and one with
over 500 questions.

The MMPI looks to many facets of maladjustment

and at differentiating personality types.
Self-report inventories seem to be plagued by semantic
difficulties and by various other measurement problems.

However, they

play an important role in research and certain researchers such as Jum
Nunnally (1973 ) have noted that they will continue to play an
important role for some time to come.
providing a general

They represent a concept of

score as to adjustment, they provide an

objectified way for clients to evaluate certain personality factors,
and they have an intrinsic appeal.

The Inventory of Adolescent

Well-Being comes from a strong tradition.

CHAPTER

V

RESULTS
This chapter is divided into three parts: Part I describes the
computations used in testing the formal hypotheses; Part II analyzes
the data on the Inventory of Adolescent Well-Being; and Part III
describes additional analyses of the data.

Hypothesis Testing
Hypothesis I
Adolescent patients who received 24 hour-a-day psychiatric
treatment will be functioning at follow-up at the same level and have
the same adjustment levels as a number of comparison groups.

These

comparison groups are "normal" adolescents residing in the community,
hospitalized adolescents receiving 24 hour-a-day psychiatric care, and
adjudicated delinquents receiving treatment at a state facility for
adolescents.

The operational subtests of this hypothesis follow.

1. There is no difference in the four groups total scores on the
Inventory of Adolescent Well-Being, General Well-Being Schedule,
and the Current Adjustment Rating Scale.
2. There is no difference by sex between and among the four groups
total scores on the Inventory of Adolescent Well-Being, the
General Well-Being Schedule, and the Current Adjustment Rating
Scale.
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In this study directional hypotheses were not used.

Thus, the

first step in analyzing the data was to establish that some group
differences did exist.

To do this the overall F statistic was tested.

It has been suggested that comparisons of group means should only
occur when the

F

statistic is significant (See Tables 5, 6, and 7)

(Hays, 1973).
An analysis of variance procedure was used to test for
differences among the means of the four groups.

The assumption of

equal variances was first tested by calculating Cochran's £ statistic
(Winer, 1971).

Cochran's test is relatively simple and adequate for

most cases in which the purpose is to insure that major departures
from the assumption of equal variances have not occurred.
level of significance was used to test the £ statistic.

An .05

Since the

calculated C value was .289 on the IAWB (Table 8); .323 on the GWBS
(Table 9);

and .357 on the CARS (Table 10); the assumption of

homogeneity of variance was accepted.
support to our data.

These figures lend additional

Further, Cochran (1950)

indicate that

homogeneity of variance is not as important a variable as it was once
thought to be.
The results of the ANOVA are presented below and demonstrate
significant differences among group means.

In order to determine how

the groups differed Scheffe's multiple comparison method was used
(Fergusson, 1976).

This relatively conservative test adjusts the

level of significance to reduce the influence of chance due to having
more than one comparison.

The results, as depicted, indicate that the
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Table 5
Analysis of Variance of IAWB Total Scores
Source

DF

Sum of Squares

Mean Squres

F Ratio

3

6012.345

2004.115

29.344*

Within Groups

358

24450.429

68.297

Total

361

30462.773

Between Groups

*f=.0000
Table 6
Analysis of Variance of GWBS Total Scores
Source

DF

Sum of Squares

Mean Squares

F Ratio
23.390

3

23432.100

7810.700

Within Groups

370

123555.803

333.935

Total

373

146987.904

Between Groups

*f=.0000
Table 7
Analysis of Variance of CARS Total Scores
Source

DF

Sum of Squares

Mean Squares

F Ratio
7.671

3

7617.828

2539.276

Within Groups

251

83089.521

331.034

Total

254

90707.349

Between Groups

*f=.0000
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Table 8
Results of Sheffe's Test on the IAWB

-Group

Group 3
Group 2
Group 4
(Hospitalized) (Detention) (Follow-up/Home)

Group 1
(Normals)

3

NS

NS

NS

NS

2

S

NS

NS

NS

4

S

NS

NS

NS

1

S

S

MS

NS

NS=No significant difference.
S=Significant difference at the .05 level.
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Table 9
Results of Sheffe's Test on the GWBS

Group

Group 3
Group 2
(Hospitalized) (Detention)

Group 1
(Normals)

Group 4
(Fol1ow-up/Home)

3

MS

NS

NS

NS

2

MS

MS

MS

NS

1

S

S

MS

NS

4

S

s

MS

MS

NS=No significant difference.
S=Significant difference at the .05 level.
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Table 10
Results of Sheffe's Test on the CARS

Group

Group 3
Group 2
(Hospitalized) (Detention)

Group 1
(Normal s)

Group 4
(Fol1ow-up/Home)

3

NS

NS

NS

NS

2

NS

MS

NS

NS

1

S

NS

NS

NS

4

s

S

NS

NS

NS=No significant difference.
S=Significant difference at the .05 level.
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groups total scores did demonstrate significant differences.
With respect to the follow-up group and the "normals" no
significant difference was found.

The results of the analyses of

variance, with specific concentration on Scheffe's procedure (See
Table 12) indicates no statistically significant differences with this
comparison, then, but differences were found between and among the
groups overall.

Therefore, the null hypothesis is rejected.

This was

uniform with all three test instruments (Table 11).

Table 11
Group Means
Test

Normals

Detention

IAWB

62.26

57.38

51.89

61.10

GWBS

86.44

71.58

71.43

38.93

CARS

89.26

82.63

78.10

93.40

Hospitalized

Follow-up/Home

A further comparison of the four groups was completed utilizing
the Discriminant Analysis Procedure (See Tables 13, 14, 15, and 16).
Essentially an adaptation of the regression analysis technique, the
method can be thought of as a method for identifying boundaries
between groups, the boundaries really being those characteristics
which discriminate the groups (Kachigan, 1982).

In other words the
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Table 12
Results of Scheffe's Procedure for Total Score Differences
Normal s
Normal s

Detention

xxxxx
xxxxx
xxxxx

Hospi tal ized

xxxxx
xxxxx
xxxxx

Follow-up/Home

Detention

Hospitalized

Follow-up/Home

IAWB, GWBS

IAWB, GWBS,
CARS

IAWB

IAWB

GWBS, CARS

xxxxx
xxxxx
xxxxx
xxxxx
xxxxx
xxxxx

IAWB, GWBS,
CARS
xxxxx
xxxxx
xxxxx

x's denote boxes that appear in another location in the diagram,
(i.e., Detention to Normals appears on the first line, under
Detention and also appears on the second line, first column
next to Detention.)
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Table 13
Discriminant Analysis of IAWB

Group
Normal (1)

No. of
Cases

1

Predicted Group Membership
2
3
4

136

118
80.9

6
4.4

4
2.9

16
11.8

Detention (2)

90

7
7.8

72
80.0

7
7.8

4
4.4

Hospitalized (3)

97

11
11.3

17
17.5

60
61.9

9
9.3

Fol1ow-up/Home (4)

70

24
34.3

3
4.3

6
8.6

37
52.9

123

123
100.0

0
0.0

0
0.0

0
0.0

Follow-up/
Unavailable

Percent of grouped cases correctly classified = 70.99.
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Table 14
Discriminant Analysis of GWBS

Group

No. of
Cases

1

Predicted Group Membership
2
3
4

136

68
50.0

22
16.2

14
10.3

32
23.5

Detention (2)

90

15
16.7

35
38.9

25
27.8

15
16.7

Hospitalized (3)

97

13
13.4

24
24.7

50
51.5

10
10.3

Follow-up/Home (4)

70

14
20.0

6
8.6

11
15.7

39
55.7

123

2
1.6

0
0.0

121
98.4

0
0.0

Normal (1)

Follow-up/
Unavailable

Percent of grouped cases correctly classified = 48.85.
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Table 15
Discriminant Analysis of CARS

Group
Normal (1)

No. of
Cases

Predicted Group Membership
12
3
4

136

81
59.6

22
16.2

17
12.5

16
11.8

Detention (2)

90

19
21.1

33
36.7

22
24.4

16
17.3

Hospitalized (3)

97

19
19.6

17
17.5

45
46.4

16
16.5

Follow-up/Home (4)

70

31
44.3

7
10.0

12
17.1

20
28.6

123

0
0.0

0
0.0

123
100.0

0
0.0

Fol 1 ow-up/
Unavai1able

Percent of grouped cases correctly classified = 45.55.
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Table 16
Discriminant Analysis with all Items

Group
Normal (1)

No. of
Cases

1

Predicted Group Membership
2
3
4

136

119
87.5

4
2.9

4
2.9

9
6.6

Detention (2)

90

3
8.9

76
84.4

5
5.6

1
1.1

Hospitalized (3)

97

10
10.3

9
9.3

69
71.1

9
9.3

Follow-up/Home (4)

70

22
31.4

6
8.5

7
10.0

35
50.0

123

2
1.6

0
0.0

121
98.4

0
0.0

Follow-up/
Unavai 1 abl e

Percent of grouped cases correctly classified = 76.08.
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procedure begins with the intention of statistically distinguishing
the various groups.

The procedure allows the researcher to check to

see how many cases can be correctly classified by the variables being
used.

The results as depicted provide additional support to our data,

indicating that the groups do, in fact, differ on the variables that
compose the three well-being scales.

The procedure replaced missing

items with the group mean for that item.
The tolerance level was .001 and the results were significant at
levels beyond the .01 level of statistical significance.
There is no difference by sex between and among the four groups
total scores on the Inventory of Adolescent Well-Being, the General
Well-Being Schedule, and the Current Adjustment Rating Scale.
A two-way analysis of variance was used to simultaneously
compare the group means.

The results are presented in Tables 17-20

for each test measure and indicate that with all three test measures
there are significant sex differences across the groups and that on
the IAWB and the GWBS there was no interaction as shown in Figures
2 and 3.

Only on the CARS (See Figure 4), specifically with respect

to the follow-up group is there a degree of interaction.

Hypothesis II
Significant differences will not be found within the follow-up
group of former psychiatric patients between adolescents who differ on
two key variables of outpatient psychotherapy services and number of
signs of family disturbance.

The first subhypothesis follows.
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Table 17
Comparison of Four Group Means
Test

Normals

Detention

Hospitalized

IAWB
Mai es
Females

64.80
60.07

58.32
53.27

54.94
47.50

61.62
60.16

GWBS
Males
Females

91.39
82.21

73.48
64.50

77.70
62.81

89.77
87.48

CARS
Mai es
Females

90.73
87.62

82.80
81.98

79.94
75.70

92.13
95.31

Follow-up/Home
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Table 18
Analysis of Variance of IAWB

Sum of
Squares

DF

Mean
Square

7788.706
6704.229
1847.097

4
3
1

1947.176
2234.743
1847.097

319.645
319.645

3
3

106.548
106.548

8108.351

7

1153.336

Residual

22223.394

353

62.956

Total

30331.745

360

84.255

Source

Main Effects
Type
Sex
2-way interactions
Type
Sex
Explained

*f=.001
**f=.168

F

30.929*
35.497*
29.340*
1.692**
1.692**
13.399*
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Table 19
Analysis of Variance of GWBS

Sum of
Squares

DF

Mean
Square

30144.166
26860.102
7253.166

4
3
1

7536.042
9953.367
7253.166

1462.833
1462.833

3
3

487.611
487.611

31606.999

7

4515.235

Residual

113563.492

364

311.988

Total

145170.491

371

391.295

Source

Main Effects
Type
Sex
2-way interactions
Type
Sex
Explained

*f=.001
**f=.198

F

24.155*
28.698*
23.248*
1.563**
1.563**
14.473*
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Table 20
Analysis of Variance of CARS

Sum of
Squares

OF

Mean
Square

7684.206
7656.087
197.575

4
3
1

1921.052
2552.029
197.575

372.735
372.735

3
3

124.245
124.245

.371***
.371***

8056.941

7

1150.992

8.440****

Residual

92299.268

246

334.550

Total

90356.209

253

357.189

Source

Main Effects
Type
Sex
2-way interactions
Type
Sex
Explained

*f=.001
**f=.443
***f=.774
****f=.002

F

5.742*
7.628*
.591**
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Means

Normals

Detention

Hospitalized
• Groups

Figure 2.

Mean comparisons of IAWB.

Fol1ow-up/Home
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Means

100
95
90
85

Males
Femal es

80
75
70
65
60
55
50

12
Normals
Detention

3
Hospitalized
Groups

Figure 3.

Mean comparisons of GWBS.

4
Follow-up/Home
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Means

100
95
90
85
80
75
70
65
60
55
50

Normals

Detention

Hospitalized
Groups

Figure 4.

Mean comparisons of CARS.

Fol 1 ow-up/Home
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1.

There is no difference on total scores between those former

patients who receive outpatient services and those who do not receive
outpatient services.

This will be assessed by comparing total scores

on the Inventory of Adolescent Well-Being, the General Well-Being
Schedule, and the Current Adjustment Rating Scale (See Tables 21, 22
and 23).
A T-test was used to compare those patients within the follow-up
group who received such services with those who did not.

A T-test is

a method whereby the researcher can evaluate differences between
effects.

The procedure allows the researcher to compare group means.

The results as depicted indicate that the mean differences failed to
reach significance.

Thus, the null hypothesis was accepted.

2. There is no difference between the former psychiatric
patients with multiple signs of family disturbance (See Table 24), as
assessed by a family interview completed by a psychiatric social
worker, and those patients with one'or no signs of family disturbance.
This will be assessed by comparing total scores on the Inventory of
Adolescent Well-Being, the General Well-Being Schedule, and the
Current Adjustment Rating Scale.
In this hypothesis visual inspection of the data revealed that
only one patient was identified as having one or no signs of family
disturbance.

It was decided to use a T-test to compare group means

between the former patients residing home and those former patients
currently in placement or who were otherwise unavailable.
there were no significant differences.

Here, too

The data does indicate that
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Table 21
T-test of IAWB

Group

No. of
Cases

Mean

Std.
Dev.

Std.
Error

Received Therapy

33

61.0909

9.180

1.598

Doesn't Receive Therapy

37

61.1081

8.458

1.391

Pooled Variance Estimate of IAWB

F-val ue

2-tailed
Probability

T-val ue

DF

2-tailed
Probabil i ty

1.18

1631

-.01

68

.994

Separate Variance Estimate of IAWB

T-val ue
-.01

DF65.45

2-tailed Probability
.994
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Table 22
T-test of GWBS

Mo. of
Cases

Mean

Std.
Dev.

Std.
Error

Received Therapy

33

86.8182

15.679

2.729

Doesn't Receive Therapy

35

90.9143

15.999

2.704

Group

Pooled Variance Estimate of GWBS

F-val ue

2-tai1ed
Probability

T-val ue

DF

2-tailed
Probabi1ity

1.18

911

-1.07

66

.291

Separate Variance Estimate of GWBS
T-val ue

1.07

-

DF.
65.90

2-tailed Probability
.290
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Table 23
T-test of CARS

Group

Mo. of
Cases

Mean

Std.
Dev.

Std.
Error

Received Therapy

26

92.1154

15.782

3.095

Doesn't Receive Therapy

14

95.7857

12.873

3.441

Pooled Variance Estimate of CARS

F-val ue

2-tai1ed
Probabi 1 i ty

T-val ue

DF

2-tailed
Probabi 1 i ty

1.50

.447

-.75

38

.461

Separate Variance Estimate of CARS
T-value
-.79

DF31.74

2-tailed Probabi 1 ity
.434
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Table 24
T-test of Family Problems

No. of
Cases

Mean

Std.
Dev.

Std.
Error

70

3.06

1.27

.152

Unavailable Former Patients 123

3.23

1.55

.139

Group
At Home Former Patients

Pooled Variance Estimate of Family Problems

F-val ue

2-tailed
Probability

T-val ue

DF

2-tailed
Probabil i ty

1.48

.078

-.78

191

.434

Separate Variance Estimate of Family Problems
T-val ue
- .83

DF
166.96

2-tailed Probability
.41
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all

these adolescents come from multi-problem families and that

patients who return home do not come from families with any less
problems than those adolescents who go on to other placements.

Based

upon this data, then, the hypothesis was not able to be fully
investigated.

The results of the T-test is shown in Table 25.

The Inventory of Adolescent Well-Being
The Inventory of Adolescent Well-Being consists of 20 items,
rated on a 4-point scale where the respondent checks off Mot at All,
Sometimes, Often, or Almost Always.

The IAWB was administered to the

following sample:

Sample

Number of Respondents

Normals
Detention (Adjudicated Adolescents)
Hospitalized (Psychiatric)
Follow-up At Home (Former Psychiatric
patients)
TOTAL

136
90
97
70
339

The General Well-Being Schedule and the Current Adjustment
Rating Scale were also administered to all the respondents.

Nine

items are scored with Almost Always being conceptualized as a positive
valence and eleven items are scored in a negative direction, with "Not
At All"

being four points.

To provide an illustration item two

involves a statement about missing school and/or classes frequently.
It is conceptualized that "Almost Always" is not a positive answer and
is therefore worth 1 point while "Not At All" is worth 4 points.

The
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Table 25
Number of Signs of Family Disturbance

Follow-up Group

Group

At Home
(N=70)

Unavailable
(N=123)

Family Problem

Divorced Parents
Secual Abuse
Physical Abuse
Psychiatric History
Economic Problems
Alcoholism
Foster Care/Adopted

Patients Without
this Problem
N
%

Patients With
this Problem
N
%

33
65
50
41
42
31
14

47
93
71
59
60
44
20

37
5
20
29
23
39
56

53
7
29
41
40
56
80

TOTALS

276

61

177

39

Divorced Parents
Sexual Abuse
Physical Abuse
Psychiatric History
Economic Problems
Alcoholism
Foster Care/Adopted

51
103
85
76
70
60
19

41
84
69
62
57
49
15

72
20
38
47
53
63
104

59
16
31
38
43
51
85

TOTALS

465

54

397

46
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respondent is unaware of the scoring and simply circles the most
appropriate response.
As mentioned previously the items cover a wide range of areas,
designed to tap the concept of well-being.

With specific reference to

the IAWB the following descriptive hypotheses were investigated.
Descriptive Hypothesis I: The Inventory of Adolescent
Well-Being will

be standardized and estimates of validity and

reliability will be obtained.

It is predicted that the instrument

will prove to be both valid and reliable.
The first step in assessing instrument validation was to obtain
descriptive statistics.

Means and standard deviations were computed

for each of the groups.

This is the data depicted in the Tables in

Appendix D.

Since the ultimate purpose of the IAWB was to

discriminate healthy "normals" from psychiatrical 1 y disturbed
adolescents group means were computed.

The data in Table 26 was

presented with Hypothesis I and is reproduced here for the reader's
convenience.
Visual

inspection of the data indicates that the IAWB has

discriminated between the respective groups.

In order to assess the

predictive validity of the IAWB the Discriminant Analysis Procedure
was used.

As mentioned previously the Discriminant Procedure is an

adaptation of the multiple regression format.

The procedure can be a

very powerful classification tool, allowing the researcher to identify
likely group membership based upon the variables provided.

By

attempting to classify our cases and comparing predicted group
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Tabke 26
Comparison of Group Means
Test

Normals

Detention

IAWB

62.26

57.38

51.89

61.10

GWBS

86.44

71.58

71.48

88.93

CARS

89.26

82.63

78.10

93.40

Hospitalized

Fol1ow-up/Home
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membership with previously established testing instruments the
researcher can measure the success of the instrument developed.

These

are the results depicted with Hypothesis I and demonstrate the
predictive validity of the IAWB.
The IAWB successfully predicted group membership at higher
levels than either the GWBS or the CARS.

The results of the F test

was 2.44 which is significant at the .01 level.
These analyses revealed that the IAWB possessed considerable
predictive validity and would have potential as a screening instrument
with disturbed adolescents.

Further analyses included Analysis of

Variance Procedures and Scheffe's Procedure for achieving confidence
bands.

Those results were also included in Hypothesis I and provide

additional support for the use of the IAWB with disturbed children.
It is important to note, at this juncture, that an instrument cannot
be valid without being reliable (Kachigan, 1982).

A randomly assigned

set of scores could not correlate with another randomly assigned set
of scores.

The notion of reliability, though, is a significant

implication to the interpretations we place on our analysis.
Reliability generally implies the amount of consistency with which
our test measures.

For our purposes coefficient alpha was computed on

each of the three tests (Table 27).
Descriptive Hypothesis II: A factor analysis of the Inventory
of Adolescent Well-Being will be conducted.

It is predicted that

well-being is not a unitary concept, that is, that there will be more
than one factor discovered in the analysis.
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Table 27
Reliability Coefficients
Test

Coefficient Alpha

IAWB

.77

GWBS

.88

CARS

.87
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Exploratory factor analyses were used.

Kachigan (1982) observed

that the early stages of most statistical investigations are like
fishing expeditions.

He points out that research in areas of little

previous serious investigation is of a "hit or miss nature." For our
purposes the first question was whether well-being is unitary or a
multifaceted entity.

Preliminarily, I chose to compute factor

analyses first on four and then, subsequently on five factors.
resulting Chi-square on these variables are presented in Table 28.

Table 28
Exploratory Factor Analyses
Number of Factors

Chi-Square

4

243.5964

5

171.9395

The
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Since our ultimate goal, in reaching the number of factors
involved in our analysis, involves the reduction of the Chi-square we
can safely state that there are more than five factors involved in the
concept of well-being.

Thus our prediction can be accepted that well¬

being is not unitary.
Item Analysis.

Item analysis is a procedure whereby a

researcher can evaluate the effectiveness of certain variables.

For

our purposes it seemed logical to determine which items discriminated
the groups at statistically significant levels.

Scheffe's procedure

was used in conjunction with an Analysis of Variance.

The results of

the Analysis of Variance Procedure and Scheffe's Procedure for each
item on the three tests are included (See Tables 29, 30-35, and 36).
What follows is a comparison of the results, displaying those items
which provide significance in terms of discriminating groups at the
.05 level.

Similar tables are provided in Appendix E and Appendix F

for the other two test instruments.'
In comparisons between the various groups item differences
generally were similar to overall total score differences in terms of
the direction of difference with the exception of questions 6 and 7
when the Fol 1 ow-up/Home group was compared to the Detention sample and
when the Detention group was compared to the Normals.

In the first

instance the Detention sample had a higher degree of athletic
involvement and reported more involvement in serious relationships
than the Follow-up group.

(Athletics is mandated by the facility.)

In the second instance the Detention sample reported on athletics,
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Table 29
Scheffe s Results of Individual Item Differences for the IAWB

Normal s
Normals

Detention

Hospitalized

Fol loW'-up/Home

2,3,5,14,
15,16,17,
19,20,6,
7,11

2,3,4,5,8,9,
13,14,15,16,
17,18,19,20

9

4,5,7,8,9,
11,13

1,3,5,6,7,
9,14,16,17,
18,20

Detention

xxxxx
xxxxx
xxxxx

Hospitalized

xxxxx
xxxxx
xxxxx

xxxxx
xxxxx
xxxxx

Follow-up/Home

xxxxx
xxxxx
xxxxx

xxxxx
xxxxx
xxxxx

3,4,8,9,11,
13,14,15,16,
17,18,19,20
xxxxx
xxxxx
xxxxx

x's denote boxes that appear in another location in the diagram,
(i.e., Normals to Detention appears on the first line and
emerges agiain as Detention to Normals on the second line.)
Items with no differentiation power = 10,12
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Table 30
Items Differentiating Groups:
Hospitalized to Normal Group

Inventory of Adolescent Wei 1 - Being —

I tern

Hosp.

Normal

2. I miss school and/or classes frequently.

3.29

2.70

3. I've been having feelings of extreme loneliness.

3.34

2.77

4. I've been hospitalized for emotional reasons
during the last six months.

3.82

3.13

8. I have serious argumens with parents/guardian.

2.95

2.51

9. I'm currently in treatment for emotional issues.

3.96

2.45

13. I sometimes wich I was never born.

3.34

2.83

14. I've run away from home during the past six
months.

3.71

3.08

15. I have a job and work regularly.

2.86

1.87

16. I've felt so sad I've wondered if anything
was worthwhile.

3.22

2.43

17. I feel tense and anxious.

3.05

2.42

18. My life has improved since six months ago.

2.75

2.26

19. I'm in firm control of my behavior/thoughts/
feelings.

3.05

2.87

20. My life's O.K.

3.12

2.68
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Table 31
Items Differentiating Groups: Inventory of Adolescent Wei 1 - Being —
Follow'-up/Home to Detention Group

Item

Means
Foil.
Det.

1. I have been waking up fresh and rested.

2.51

2.20

3. I've been having feelings of extreme loneliness.

3.31

2.89

5. I've had some problems with the law during
the past six months.

3.51

2.20

6. I'm active in athletics.

2.05

3.11

7. I'm involved in a serious relationship with
a boyfriend/girl friend.

2.15

3.27

9. I'm currently in treatment for emotional issues.

2.59

3.67

14. I've run away from home during the past six
months.

3.92

3.12

16. I've felt so sad I've wondered if anything
was worthwhile.

3.51

2.73

17. I feel tense and anxious.

3.15

2.52

18. My life has improved since six months ago.

2.95

2.38

20. My life's O.K.

3.36

2.59
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Table 32
Items Differentiating Groups: Inventory of Adolescent Well-Being —
Hospitalized to Detention Group

Item

Means
Hosp.
Det.

4. I've been hospitalized for emotional reasons
during the last six months.

2.81

3.77

5. I've had some problems with the law during the
past six months.

3.13

2.20

7. I'm involved in a serious relationship with a
boyfriend/girl friend.

2.45

3.27

8. I have serious arguments with my parents/
guardian.

2.51

3.14

9. I'm currently in treatment for emotional
issues.

2.45

3.67

11. I can talk to my parents and feel good.

2.21

3.09

13. I sometimes wish I was never born.

2.83

3.15
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Table 33
Item Differentiating Groups: Inventory of Adolescent Well-Being —
Hospitalized to Follow-up/Home Group

I tern

Means
Hosp.
Foil.

3. I've been having feelings of extreme loneliness.

2.77

3.31

4. I've been hospitalized for emotional reasons
during the last six months.

2.81

3.72

8. I have serious arguments with my parents/
guardians.

2.51

3.38

9. I'm currently in treatment for emotional issues.

2.45

2.59

11. I can talk to my parents and feel good.

2.21

2.74

13. I sometimes wish I was never born.

2.83

3.54

14. I've run away from home during the past six
months.

3.08

3.92

15. I have a job and work regularly.

1.87

2.31

16. I've felt so sad I've wondered if anything
was worthwhile.

2.43

3.51

17. I feel tense and anxious.

2.42

3.15

18. My life has improved since six months ago.

2.26

2.95

19. I'm in firm control of my behavior/thoughts/
feelings.

2.87

3.23

2.68

3.36

20. My life's O.K.
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Table 34
Items Differentiating Groups:
Detention to Normal Group

Inventory of Adolescent Well-Being —

I tern

Means
Det.
Norm.

2. I miss school and/or classes frequently.

2.83

3.29

3. I've been having feelings of extreme loneliness.

2.89

3.34

5. I've had some problems with the law during the
past six months.

2.20

3.82

6. I'm active in athletics.

3.11

2.43

7. I'm involved in a serious relationship with a
boyfriend/girlfriend.

3.27

2.41

11. I can talk to my parents and feel good.

3.09

2.41

14. I've run away from home during the past six
months.

3.12

3.71

15. I have a job and work regularly.

2.14

2.85-

16. I've felt so sad I've wondered if anything
was worthwhile.

2.73

3.22

17. I feel tense and anxious.

2.52

3.05

19. I'm in firm control of my behavior/thoughts/
feelings.

2.79

3.05

20. My life's O.K.

2.59

3.12
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Table 35
Items Differentiating Groups: Inventory of Adolescent Well-Being —
Fol low'-up/Home to Normal Group

I tern
9. I'm currently in treatment for emotional issues.

Means
Foil.
Norm.
2.59

3.96
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Table 36
Analysis of Variance for Individual Items

Item

Source

DF

Sum of Sq.

Mean Sq.

F-Ratio

F-Prob.

1

Between Groups
Within Groups
TOTAL

3
389
392

8.497
361.157
369.654

2.332
.928

3.051

.0285

2

Between Groups
Within Groups
TOTAL

3
389
392

20.123
415.867
435.990

6.708
1.069

6.274

.0004

3

Between Groups
Within Groups
TOTAL

3
383
391

48.936
288.469
337.406

16.312
.743

21.940

.0000

4

Between Groups
Within Groups
TOTAL

3
386
389

60.889
229.870
290.759

20.296
.596

34.082

.0000

5

Between Groups
Within Groups
TOTAL

3
385
388

131.000
297.115
428.195

43.693
.772

56.618

.0000

6

Between Groups
Within Groups
TOTAL

3
388
391

37.740
480.237
517.977

12.580
1.238

10.164

.0000

7

Between Groups
Within Groups
TOTAL

3
386
389

42.905
577.631
620.536

14.302
1.496

9.557

.0000

8

Between Groups
Within Groups
TOTAL

3
388
391

39.779
370.538
410.316

13.260
.955

13.884

.0000

9

Between Groups
Within Groups
TOTAL

3
384
387

144.086
320.358
464.443

48.029
.334

57.570

.0000

10

Between Groups
Within Groups
TOTAL

3
331
334

6.816
452.343
459.158

2.272
1.187

1.914

.1268
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Table 36 (continued)

I tern

Source

DF

Sum of Sq.

Mean Sq.

F-Ratio

F-Prob.

11

Between Groups
Within Groups
TOTAL

3
388
391

37.016
414.729
451.745

12.339
1.069

11.543

.0000

12

Between Groups
Within Groups
TOTAL

3
388
391

8.041
479.346
487.388

2.680
1.235

2.170

.0911

13

Between Groups
Within Groups
TOTAL

3
337
390

38.718
329.456
368.174

12.906
.851

15.160

.0000

14

Between Groups
Within Groups
TOTAL

3
389
392

65.879
376.599
442.478

21.960
.968

22.683

.0000

15

Between Groups
Within Groups
TOTAL

3
389
392

70.377
625.791
696.168

23.459
1.609

14.582

.0000

16

Between Groups
Within Groups
TOTAL

3
338
391

296.319
296.319
365.347

23.009
.764

30.128

.0000

17

Between Groups
Within Groups
TOTAL

3
388
391

26.738
318.078
344.816

8.913
.820

10.872

.0000

18

Between Groups
Within Groups
TOTAL

3
384
387

29.655
485.136
514.791

9.885
1.263

7.824

.0000

19

Between Groups
Within Groups
TOTAL

3
385
388

21.298
402.990
424.288

7.099
1.047

6.782

.0002

20

Between Groups
Within Groups
TOTAL

3
388
391

39.104
396.315
435.418

13.035
1.021

12.761

.0000

no
relationship and on being able to speak with their parents and feel
good.

In other instances and in all other comparisons the direction

of valence was in the same direction as total score valence.
restate those directions a brief graph follows.

To

The group on the left

received "healthier" scores on the items than the group on the right.
Group Direction for Item Differences
Healthier Group

Lower Well-Being Group

Normal s.to.Detention
Normal s.to.Hospitalized
Fol low-up/Home.. to.Detention
Detention.to.Hospitalized
Fol 1 ow-up/Home. .to.Hospi tal ized

Additional Analyses
Having determined that there were group differences on each of
the measures of well-being and that no differences were observed
between those adolescents residing at home who receive outpatient
services and those who do not, it was thought to be helpful to ask
that follow-up group for an overall rating as to their situation since
discharge.

Such a question might allow for additional information to

be obtained and if conceptualized into the four general categories
utilized by previous researchers would allow for additional
comparisons to be made with previous investigations.
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At the conclusion of the three inventories the Follow-up Group
(At Home) were asked to provide an overall rating of their life
situation.

The options were as follows:
A Great Deal Better
Somewhat Better
The Same
Worse

Of the 70 adolescents who completed the questionnaire, 68
responded to this question.

The results are shown in Table 37.

Inspection of the data reveals that 86.8 percent of the
respondents saw themselves as functioning at a higher level than at
discharge.

A percentage (7.4%) saw themselves as functioning at a

similar level as at discharge.

With some caution we might assume that

level of functioning at discharge should be higher than at admission.
Finally, 5.9% of the respondents saw themselves as functioning at a
lower level.

Certainly, the overall results provide support for the

hospital's work.
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Table 37
Overall Rating of Life Situation
Rating

Number

of Respondents

Percent of Total

Great Deal Better

35

51.5

Somewhat Better

24

35.3

The Same

5

7.4

Worse

4

5.9

CHAPTER

VI

SUMMARY, DISCUSSION, AND IMPLICATIONS
Behavioral scientists have been fascinated with the effects of
various treatment techniques and interventions with adolescents since
at least the 1930's.
Hospital

Curran (1939 ) and his colleagues at Bellevue

in New York City organized the first ward strictly for

adolescents.

Although that first research report generated some

provocative findings it suffered from numerous limitations in its
design.

Since that time, though, the number of outcome studies on

adolescents with psychiatric disturbances has been far from plentiful.
Prior to the commencement of this study several hypotheses and
subhypotheses were developed.

In this chapter the overall results of

the research investigation, as applied to those hypotheses, will be
reported.

Composed of eight topic areas, this chapter begins with a

comparison of the results to past research.

Subsections organized

around subhypotheses are arranged for the reader's convenience.
Following this section, which serves as a general discussion of the
findings, I then will discuss the usefulness of the Inventory of
Adolescent Well-Being. Next, additional analyses are presented.

At

this point a brief outline is provided which summarizes the findings
and interpretations discussed so far.

Next, the limitations of the

research are presented. The following two sections are devoted to the
implications for psychiatric hospitals and for further research.
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Finally, the implications are summarized with questions and concerns
for the future.

Comparison of Results to Past Research
The results of this experiment were drawn from the statistical
analysis.

Two major hypotheses and four subhypotheses were tested.

This was the first such research to compare discharged psychiatric
patients with "normals," adjudicated delinquents, and a hospitalized
sample using multiple measures of outcome and multivariate statistical
analyses.

The approach and methodological

design followed

recommendations of such investigators as Tramontana (1980), Lewis,
Barnhardt, Gossett, and Phillips (1975), and Blotcky, Dimperio, and
Gossett (1984).

Also, this research confirms past studies' evidence

as to the effectiveness of hospitalization as well as improving on the
research methods and discrimination of significant variables.
Although previous researchers utilized small subject groups the
present investigation utilized a total sample size of 544 adolescents.
The need for research on adolescents with psychiatric disturbances has
been noted by numerous investigators (Tramontana, 1980; Blotcky,
Dimperio, & Gossett, 1984; Guttridge & Warren, 1983).

Jane Knitzer

(1984) of the Children's Defense Fund has stated that "Both national
and state reports have questioned the adequacy of mental health
services provided to seriously disturbed children and adolescents."
This was the first such research to compare levels of well-being
between males and females in such diverse settings.
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The development and use of the Inventory of Adolescent
Well-Being follows Lewis, Barnhardt, Gossett, and Phillips' (1975)
call

for the development and refinement of new measuring devices.

Legally, the Community Mental Health Centers Amendment of 1975 , p.L.
94-63 , has specified the need for client evaluations if programs wish
to receive federal funding.

Gurman's (1977) review of the literature

relative to the patient's perception of the therapeutic relationship
emphasized the importance of client self-report data.

He stated that

"it can be tentatively concluded that patient's ratings of the quality
of the therapist-patient relationship are at least as powerful as
predictors of therapeutic change as nonparticipant judge's ratings and
perhaps even somewhat more powerful."

Comparison Groups
Discriminant analyses and repeated analyses of variance
procedures revealed significant statistical differences between the
four groups.

Discharged psychiatric patients residing at home were

found not to differ significantly from "normals." Those psychiatric
patients receiving treatment did, however, differ significantly
from both the "normals" and the adjudicated (delinquent) sample.
Since significant differences were found the null hypothesis was
rejected.

There are a number of explanations for the results.

These

fol 1 ow.
The follow-up group's scores on the three test measures, their
reported improvement, is in keeping with previous researchers reports
on the benefits of psychiatric hospitalization for adolescents.

116
Carter (1942), Masterson (1956), Annesley (1961), Warren (1965), Weiss
and Glasser (1967), and Beavers and Blumberg (1968) all reported
levels of improvement in keeping with the present findings.
The

actual

treatment procedure and the process of

hospitalization can be said to have resulted in positive levels of
well-being.

It seems plausible that hospitalization would have an

impact, a positive impact, on feelings toward oneself and life in
general.

Certainly psychometric evidence can be found in the

comparability of the three test measures' total scores.
Evidence reviewed in Chapter II concerning the impact of
psychiatric hospitalization was limited but indicated consistent
levels of improvement.

In one review of studies that concentrated on

children the authors, Mark Blotcky, Thomas Dimperio, and John Gossett
(1984)

noted that extreme concern relative to the response of

psychiatrically disturbed children to inpatient care is not warranted.
They also noted positive outcomes in their review of studies.
Certainly their findings pertained to children, rather than
adolescents and a degree of caution should be used in interpreting
their results but their insights are felt to be in support of the
current results.

The authors also noted, with respect to the research

methodology used in those investigations, the majority of studies
utilized disparate or statistically unreliable measures.

The present

study's use of multiple measures of outcome is seen as a step forward
and provides strength to the integrity of the results.
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In a review of studies specifically pertaining to adolescent
psychiatric hospitalization Michael Tramontana (1980) cited a lack of
control

and comparison groups in making statements regarding

improvements in disturbed adolescents.

He noted that the efficacy of

hospitalizing emotionally disturbed adolescents has not been seriously
broached.

The present comparison groups used in this investigation

meet these criticisms, with scores demonstrating differences in
keeping with societal

expectations.

Certainly the levels of

well-being seen between the "normals" and the hospitalized sample
supports data relative to the severity of hospitalized youngsters.
The hospitalized samples scores are significantly lower than the
"normals." Support to this difference can be found with early
writings of Sigmund Freud (1905) who noted that certain character
disorders are the reverse of psychoneuroses.

In other words, instead

of the conflict being felt internally or resulting in certain
neuroses, it is externalized.

The conflict is thereby changed from

one of internal hurt to a conflict with the world at large.

The

discharge of tension is manifested through certain behavioral deeds.
The questions inherent in each of the three self-report measures
reflect evaluations on both certain external behaviors, such as school
attendance or working, and certain internal feelings.

It is such a

blending that provides, so it is speculated, for the reliability
across the groups.

Early researchers such as Freud, Peter Bios, and

August Aichorn were intrigued by adolescents demonstrating certain
pathology and attempted to begin to categorize such features.
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Gerald Fountain (1961) was one researcher who identified five
large categories.

These included differences, between disturbed

adolescents and "normal" adolescents on such aspects as intensity and
volatility of feeling, the need for frequent and immediate
gratification, poor reality testing manifesting itself in terms of not
understanding consequences for behavior and existing on a spectrum
through psychosis, difficulty with self-criticism, and an awareness of
the world that is different than an adults, at least as an adolescent
perceives it.

Certainly total score differences between groups

reflected in this investigation would lend support to the validity of
there being distinct differences between hospitalized psychiatric
patients and "normals."
The statistical results revealed tnat as a group the adjudicated
(delinquent)

sample did not report scores as disturbed as the

hospitalized sample, although their scores were not at as high a level
as either the "normals" or the discharged psychiatric follow-up group.
The question of delinquency or psychiatrically disturbed has been
muddled during the past few years.

Warren (1981) speaks of a

phenomenon of shifting populations from one segment of the social
control

system to another,

referring to this experience as

transinstitutionalization.
The Federal Juvenile Justice Delinquency Prevention Act of 1974,
which was the legislative arm of federal deinstitutionalization,
provided fiscal incentives to states to remove status offenders from
public correctional facilities.

These status offenders, such as
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examined in this research endeavor have received little attention from
researchers.

Certainly the present research would indicate that

significant differences exist between these "delinquents" Warren
referred

to and

investigation.

the hospitalized sample examined in this

Tramontana's (1980) review of the literature on

adolescents had noted that delinquents as a group have received
greater attention than either hospitalized or nonhospi tal i zed
adolescents with psychiatric disturbances.

This research would

suggest that Warren's (1931) concern that status offenders have simply
been moved from the correctional system to the mental health system,
although possibly not ungrounded, may not be completely accurate
either.

Certainly, this research marks a step forward, however, in

allowing certain comparisons to be conducted.

Differences By Sex
Although males reported higher levels of well'■being on the three
self-report measures than females the results were clearly uniform
across the groups.

This,

in itself, is an important finding.

Differences between male and female psychiatric patients, adolescent
patients, can be found in various early researchers work such as
Stahl's (1960) research on adolescent girls and Carter's (1949) report
on his work with adolescent boys.

Carter and other researchers

outlined in Chapter II describe the adolescent boy's behaviors as
destructive and aggressive with tables and chairs often being broken,
electrical

features being torn off walls, fights being frequent, and
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some gang behavior.

Girls, on the other hand, are described as acting

out socially, being more prone to suicide than destructive behavior,
and as demonstrating somewhat different pathology.

Alice Stahl's

description of the girls behavior on the unit she worked on would be
supportive of significant differences, such as observed in this
investigation.
The findings of the present study are unique, though, and mark a
stride forward in the research conducted to-date, primarily because of
the uniformity of differences found across the four groups.

These

differences are all the more surprising, and significant, in light of
the fact that the "normals" are weighted more heavily on the side of
females.

The research here would suggest that this may even water

down the results slightly.

Certainly baseline data such as obtained

in this project is necessary and important for future practitioners.
Certainly, it is important and highly significant to note that
the bulk of the research completed to-date has been conducted on
adolescent males.

Beginning with Curran's (1939) work, the majority

of the research gathered thus far has been about boys.

It has been

noted (Greaves & Regan, 1957; Miller, 1957; Falstein, Feinstein, &
Cohen, 1960) that adolescent/adult wards have been beneficial in the
matter of destructive behavior on the part of the boys.

It was one

rather innovative researcher, Tool an (1955), who attempted to mix boys
and girls hoping to curb aggressive behavior.

The results were

apparently supportive of the mixing strategy, although new problems
did crop up rather quickly.
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Beyond such research and what is currently being written on
feminine identity development the matter of sex differences has been
largely overlooked in the research conducted thus far on adolescents.
One possible explanation for the uniformity of results might lie
in cultural mores and the societal process of socialization which
binds our culture.

The mental

processes which men and women,

adolescent boys and girls, examine and decide upon certain aspects of
adjustment and well-being has not been demonstrated conclusively.
Stereotyped expectations of men and women might well explain the
results.

This is mere speculation.

Recent reviews of the literature such as Tramontana's (1980),
Blotcky, Dimperio, and Gossett's (1984) review of studies on children,
and Budge's (1983) look at the psychotherapeutic outcome paradigm seem
to ignore this area.

Blotcky, Dimperio, and Gossett do indicate, that

with regard to children, the prognosis may be better for boys than for
girls.

The researchers note that two investigations had suggested

this.

The reviewers also indicate, though, that these results should

be interpreted with caution, noting a slew of confounding variables.
One variable, to cite an example, was a cultural one pertaining to a
culturally biased referral

pattern.

The pattern involves the

practice, according to the authors, that girls appear to be sicker
when referred than boys.

Whether this is, in fact, so was not

supported by any research.
The overall impression, then, is that considerably more research
is needed.
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Outpatient Psychotherapy in the Follow-up Group
Whereas

other studies have reported that continuing

psychotherapy after discharge leads to better outcome (Beavers &
Blumberg, 1968; Gossett, Bail lies, Lewis, Lewis, & Phillips, 1973) the
present statistical analysis did not demonstrate statistically
significant levels of differences on the three test instrument's total
scores between those adolescents receiving such services and those
not receiving such services.

Thus, the null hypothesis was accepted.

The research is not conclusive that out-patient psychotherapy
following discharge necessarily leads to better outcome.

Blotcky,

Dimperio, and Gossett (1984) indicate that it is not known what kinds
of aftercare are most helpful with specific patients and after
specific types of inpatient treatment.
Scott

Budge

(1983)

indicates

that current ways

of

conceptualizing outcome have difficulty with change that is not
linearly incremental.

It is his conceptualization that linear models

really have little to say about how people change qualitatively.
Budge provides an illuminative metaphor worth repeating.

Dr.
As in

sports, he tells us, end scores tell us little about what went into a
game.

Further thoughts he provides involve the evaluator of outcome.

Rater bias, therapist lack of objectivity, and family dynamics can all
lead to biased results.

As subjects, as clients grow and change it

may be that growth is not adequately assessed by measures relying on
incremental assessment concepts.

Growth, the process of counseling,

as articulated in Chapter III is an amorphous process.

The language
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of outcome literature which relies on total scores, on adding and
subtracting, may not adequately evaluate the process of growth and
change that has occurred.

Thus, it is this writer's opinion that

since growth has been assessed we should certainly applaud the
consumer, but consider other paradigms for future research on this
important area of research.

An example may be helpful.

In the

tradition of outcome measurement the follow-up measures utilized in
this project measure various aspects of adjustment on a basically
positive-negative dimension.

Is this paradigm helpful to assessing a

process of helping that may explore numerous dimensions of thinking,
far beyond those we can categorize as positive and negative?

An

interesting finding of the study was that when item comparisons were
conducted on the Inventory of Adolescent Well-Being between the
"normals" and the follow-up group the only item with significant
discriminating power was the item pertaining to the provision of
outpatient psychotherapy services!
The present results have a serious flaw that warrants our
attention.

The present sample is viewed as a biased sample since

these discharged patients are all residing at home and do not
represent an accurate cross section of all discharged patients.

A

large proportion of the other group are still in placement, less
restrictive settings than the hospital and are still receiving
treatment.
will

How their lives will ultimately turn out and whether many

seek outpatient treatment and whether it will, in fact, be

helpful, is completely unknown at this time.
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Is there a difference between those discharged adolescents who
seek outpatient psychotherapy and those who do not seek such services?
All we could offer at this time is idle speculation.
will,

very likely,

professional

provide additional

Future research

information but this key

issue may loom as one of the more significant variables

that confounds results.

Number of Signs of Family Disruption
An adjunct to the statistical
assessment within the total
family disruption.

analysis between groups was an

follow-up group of number of signs of

This was accomplished after the fact by a careful

review of records, noting such stressors as parental divorce, sexual
abuse,

physical

abuse,

psychiatric history within the family,

economic problems, and alcoholism.

This information was obtained from

psychosocial histories that had been completed by hospital psychiatric
social workers.
Carter (1942)

had found that a family history with multiple

signs of family disturbance was related to poor treatment outcome.

He

did not, however, find this to be true with families with one sign of
family disruption.
such data, though.

Annesley (1961) and Masterson (1956) did not find
The problem,

though,

is twofold.

First, these

researchers seem to begin with an assumption that return home is one
measure of sound adjustment.

Second, would better results be obtained

if patient's did not return home?

Does a return to the home situation

cause some sort of regressive symptomatology?

The results obtained in
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this investigation found only one youngster with only one sign of
family disruption.

The remaining group, both those residing at home

and those residing outside the home had multiple signs.
Means

obtained pertaining to number of signs of family

disruption between the group residing home and those residing outside
the

home were not significantly different.

Additional

analyses

relative to individual

problems being identified to a greater or

lesser degree within

the two groups also found no significant

differences.

The data was striking in its similarity across all

discharged patients.
One

possible explanation for the

results, which clearly

indicates that adolescents coming to Altobello Hospital come from
multi-problem families, might lie in the nature of the particular
hospital

utilized in the collection of data.

state hospital.

Do more affluent families maintain their adolescents

at the facility?
patients

Altobello Hospital is a

Since the data revealed that 40% of discharged

residing home and 43% of discharged patients who were

unavailable manifested economic problems we cannot completely answer
this question.
hospital

Approximately 60% of families with a youngster in the

were not noted in the histories as manifesting economic

difficulties.

However, the hospital indicates that numerous private

facilities are located within close geographic proximity and include
Yale Psychiatric Institute, Elmcrest Psychiatric Institute, The
Institute of Living, as well
psychiatric units.

as a host of general

hospitals with

The hospital, also, does encourage families with
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adequate insurance to explore treatment at such facilities.

Certainly

this information looms as confounding variables.
Later in this chapter suggestions for future research are made
and include a recommendation for future comparisons against such
private facilities.
Given the lack of research in this area, and the fact that the
present investigation only located one patient with one sign of family
disruption, it would be illogical to assume that all the facts are in.
One might speculate, though, whether adolescents who do end up in
state psychiatric
facilities?
(1942)

facilities

typically come from multiproblem

These figures suggest this as a possibility.

study, Annesley (1961)

The Carter

study, and Masterson (1965) study

utilized a combined sample size of 208 adolescents, whereas the
follow-up

segment of this study, specifically focusing on this

question, utilized 194 discharged adolescents.

This is an important

dimension to the results.

The Inventory of Adolescent Well-Being
Another interesting and useful finding was the development and
standardization of the Inventory of Adolescent Well-Being.

The

discussion of assessment instruments, pertaining to the measurement of
therapeutic outcome, which was discussed in Chapter III highlighted
the

need

studies

for new instruments specific to adolescents.
by Lewis,

Barnhardt,

Both the

Gossett, and Phillips (1975) and

Tramontana's (1980) critical review of the literature on adolescents
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were specific in highlighting a need for new instrumentation specific
to this age group.

Other researchers have noted the importance of

acquiring client opinion in evaluating outcome (Coyne, 1978; Hochbaum,
1969; Morrison, 1978).
Certainly numerous self-report inventories and related follow-up
instruments exist in the literature.

The Inventory of Adolescent

Well-Being comes from a long tradition of psychiatric inventories that
may have possibly begun with Woodworth's (1918) efforts at organizing
an interview process for the Army.

Like his early work, the IAWB was

developed with input from psychologists and psychiatrists.

The

present inventory is unique, though, in using input from adolescent
patients in each step of its development.
critical

This input was deemed

in light of reported weaknesses in inventories on the matter

of semantics (Nunnally, 1978).

This input is felt to explain the

positive results the inventory produced in terms of its reliability
and predictive power.
Statistical

analysis of the IAWB revealed a coefficient alpha

reliability of .77 compared to reliabilities of .88 on the General
Well-Being Schedule and .87 on the Current Adjustment Rating Scale.
These reliability coefficients were obtained on the pool of subjects
used in this project.

Discriminant analyses of the IAWB revealed

greater predictive validity than either the GWBS or the CARS.

The

difference was significant.
Preliminary

factor analyses of the

well-being is not a unitary concept.

IAWB

indicated that

In fact, well-being appears to
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be a multifaceted entity.
input that went
Initial
(1958)

This seems quite logical given the depth of

into the initial

development of the inventory.

stages of development referred to such researchers as Jahoda
in acquiring a depth of perspectives on mental health.

Those

perspectives included attitudes toward oneself, perceptions of the
world, environmental issues, family matters, questions of adjustment,
and a veritable host of issues pertinent to adolescence.

Further,

Eysenck's (1952) outcome criteria were reviewed with the original
intention of developing an accurate assessment instrument.

Certainly

the present results suggest the IAWB has potential for future research
investigations.
Analysis of item differences between groups, using Scheffe's
procedure was

conducted with

results contained in Chapter V.

Significant differences between
consistently found and were discussed.

groups on various items were
Of note was that the only item

differentiating the follow-up group and the "normals" was an item
pertaining to the provision of outpatient psychotherapy services.
The results indicate the IAWB successfully discriminated groups
of adolescents.

It is important to note the IAWB has not been used

previously and that additional validation work is deemed necessary.
While these limitations are noted,

though,

the data suggests the

instrument possesses considerable integrity and strongly suggests the
possibility of its use in similar studies.
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Additional Analyses
An additional
patients

analyses

involved the asking of discharged

to provide an overall

rating as to their current life

situation, when reflecting back to their status upon admission.
Beginning with Eysenck's (1952) critical look at outcome, researchers
have often categorized patients on four rough categories.

Given

Gurman's (1977) comments on the importance and integrity of client
ratings

it was

thought such information would be of additional

interest.
The results indicated that the vast majority of discharged
patients residing at home saw themselves as functioning either a great
deal

better or somewhat better than at admission (86.8%).

Only 7.4%

reported that they were functioning at the same level

as their

admission time and 5.9% saw themselves as functioning at lower levels.
The data can be seen as supportive of the mean data reported
previously and simply allows another form of comparison.

Although

crude in its form it allows researchers to make comparisons against
other studies utilizing similar classification systems.

In its

simplest form, this question allows us to build upon Scott Budge's
(1983) call for multiple perspectives when evaluating outcome.
The overall
previously.

results,

then,

support the growth

reported
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Summary of Discussion
A summary of findings and interpretations are outlined as
follows:
I. There are a number of plausible reasons why the follow-up group
and

the

normals exhibited similar total

scores, while the

hospitalized sample and the adjudicated (delinquent) sample
demonstrated lower total scores.
A. The process of hospitalization was in fact helpful and
measurable effects were obtained.
B. Positive outcomes as a product of hospitalization were
reviewed in relation to the literature and have been reported
in other research projects.
C. The hospitalized group are, in fact, ill and see themselves
as functioning at a level below "normals."
D. Differences between

the hospitalized and adjudicated

(delinquent) sample may best be examined through theoretical
positions espoused by numerous researchers possibly beginning
with Freud in 1905 and continuing to Guttridge and Warren in
1983.

The need for research on these groups has been cited

in numerous studies and was reviewed.
E. The current methodological

approach utilized multiple

approaches for assessing adol escent wel 1-being, comparison
groups,

and multivariate statistical

approaches and procedures

analyses.

These

followed recommendations of

previous researchers and marks a step forward on the research
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literature available pertaining to psychiatrically disturbed
adolescents.
II. There were uniform sex differences across the groups with boys
demonstrating higher total
across

the

sexes still

scores than girls.

demonstrated significant group

differences discussed previously.
A. Cultural

mores

Overall scores

Possible explanations follow.

and stereotypes permeate adolescents

regardless of pathology.
B. Male and female attitudes differ and reflect themselves on
the total

scores.

In other words, it may be more socially

acceptable for females to admit to certain feelings and to
acknowledge certain circumstances,

regardless of present

circumstances, than for males.
C. The

review of the literature pointed out a paucity of

literature on sex differences within the age group.

Stahl's

(1960) investigation was the only study found to specifically
speak to behavioral

attitudes and behaviors in hospitalized

girls.

Literature on feminine identity development is new

and

felt to be of future benefit in analyzing these

is

results.
D. Recent reviews of the literature on adolescent hospitaliza¬
tion do not speak to such differences (Tramontana, 1980;
Blotcky, Dimperio, & Gossett, 1984).
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III. There were no differences within the follow-up group residing at
home between those adolescents receiving outpatient
psychotherapy services and those adolescents not receiving such
services.

This was assessed by comparing total scores on three

test measures.

Possible explanations follow.

A. The sample surveyed is not a random sample of all discharged
patients from the hospital.

Of the 194 discharged patients

utilized in the overall follow-up investigation only 70 were
residing at home and completed the inventories.

Those

adolescents not residing home were not included in this
phase, since they are either in jail, still inpatients in
less restrictive facilities, or addresses were unknown.
B. The literature is mixed as to the effectiveness of outpatient
psychotherapy for discharged adolescents.
C. It may well be that current instrumentation does not
adequately tap the "process" phase of hospitalization
since the securement of total scores may reflect change that
is linearly incremental.

Change, therapeutic growth, may not

be able to be assessed so easily.
IV. Within the follow-up group psychosocial histories were reviewed
to ascertain whether patients with one or no signs of family
disruption received higher total scores than those patients with
multiple signs.

Only one patient was found to possess one or no

signs of family disruption.

One hundred and ninety-three
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adolescents were found to possess multiple signs.

The data is

discussed briefly.
A. No mean differences were found between number of signs on the
discharged group residing home and the group residing outside
the home.
B. The discharged sample represents a larger sample than
previous investigations but is drawn entirely from a state
psychiatric hospital.

Whether the results would be similar

for other facilities is unknown.

The results should be

interpreted cautiously.
C. It may be that adolescents who require inpatient hospital
treatment come from multi problem families.
D. Literature is mixed.

The need for empirical data on

adolescent hospitalization overall is lacking and specific
data on such areas is essentially weak or nonexistent.
Citations supporting this statement were discussed and
reviewed.

Limitations of the Study
The focus of this research was to advance a body of knowledge
concerned with adolescents with psychiatric disturbances, focusing on
utilization of comparison groups in order to compare "normals,"
adjudicated delinquents, hospitalized adolescents, and a follow-up
group of discharged patients.

This study built upon recommendations

of previous investigators.

What distinguishes this study from
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previous investigations is the large sample size of 544 adolescents,
the use of comparison groups,

and the use of the Inventory of

Adolescent Well-Being as one of three measurement instruments.

The

results indicate that these groups differ and that discharged patients
residing at home closely resemble "normals."
This study also has limitations inherent within its methodology
that limit the generalizabi1ity of the results.

The factors that

limit such generalizations follow.
All

the subjects who participated in this project resided in the

State of Connecticut, with the "normals," hospitalized sample, and the
follow-up sample being drawn from the hospital's catchment area which
takes up the eastern two-thirds of the State of Connecticut.

A truly

random sample of all hospitalized adolescents and of all adjudicated
delinquents is beyond the scope of this project. The results of the
study can only be generalized to other individuals with the same
parameters as the participants in this investigation.
The hospitalized sample and the follow-up group were drawn from
a State of Connecticut psychiatric hospital for adolescents.

The

facility is an al 1-adol escent hospital, completely state supported,
and serving the eastern two-thirds of Connecticut. A truly random
sample of adolescents requiring hospitalization would include patients
within private hospitals, within general hospitals, and those who may
be inappropri ately placed in less restrictive settings.

The results

of the study should be interpreted with caution since all participants
were only confined to a state facility.
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One aspect of the procedure that potentially confounds the data
lies in the fact that the follow-up group were interviewed and
completed the inventories on the telephone while the other groups were
tested in small group settings.

Ideal research design would have

controlled for this occurrence.

A rationale for such a procedure

concerned the likelihood that adolescents would not participate if
required to attend testing sessions requiring some time and
inconvenience.
A second rationale for the procedure lies in the fact that the
questionnaires were all short answer type instruments with little
input being required from the examiner.

In this context, it is

believed that the reliability of the scores can be maximized if future
investigations utilize similar procedures.
inherent weaknesses should be noted.

However, certain further

Common to many studies using

interviewing techniques, the interviewer's own biases or expectations
of anticipated results may affect the finding. It is conceivable that
certain knowledge can affect how one "hears" a female voice compared
to a male voice.

For example, did the interviewer speak louder or

more rapidly with certain groups?

Did the interviewer sound more

challenging to the males than the females?

Were other stylistics of

the interview conducted differently between men and women or with
subjects in different comparison groups because the interviewer had
knowledge of the hypotheses?

In this study the examiner, the writer

of the dissertation, was certainly knowledgeable of the hypotheses.
This is typically so with follow-up investigations but is not
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justification for condoning it.

It does bring to light certain

inherent limitations of the procedure.

It is difficult, and costly,

to acquire a legitimately trained examiner who is ignorant of the
purposes of the investigation.

Additional financial resources would

make ideal conditions possible.

Still, the fact the inventories were

self-report type instruments, with easily defined categories of
responses is deemed to be helpful.
The decision to use three instruments provides more validity to
the overall results.

A recommendation of researchers, this provides

greater internal consistency and validation for the overall results.
With future research projects that may utilize similar assessment
tools additional statistical support for or against the findings
should be possible.
While there are limitations on the generalization of the results
to other populations, then, the results certainly can be used as
implications for further research on similar populations.

These

results suggest the Inventory of Adolescent Well-Being has
considerable potential as both a screening device and follow-up
instrument with adolescents.

The possibility of expanded research on

related populations, on adolescents in a host of residential programs
other than psychiatric hospitals makes the possibility of similar
research studies almost limitless.
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Implications for Psychiatric Hospitals for Adolescents
Literature on psychiatric hospitalization for adolescents
reviewed in Chapter II lent considerable support for the need for
empirical

support for the process of hospitalization.

Such

researchers as Guttridge and Warren (1983) cited the omission of
research on the entire area of adolescent psychiatric hospitalization
as an issue of considerable significance.

The present investigation

begins to meet the need for such scientific knowledge and marks a step
forward from previous projects because of the use of multiple measures
of measuring outcome, the use of comparison groups which included
"normals," adjudicated delinquents, hospitalized adolescents, and a
follow-up group of discharged psychiatric patients.
The use of the adjudicated delinquent sample seems particularly
significant in light of Carol Warren's (1981) observation relative to
possible shiftings of populations from one segment of the social
control system to another.
mental health system.

The "other" system she referred to was the

Research investigations comparing these groups

utilizing similar methodology is almost nonexistent.
The major hypotheses, nondirectional hypotheses concerning
differences between these groups, were found to yield significant
results.

New information on uniform differences between the sexes is

enlightening, but, as yet, requires further investigation and
explanation to yield truly helpful information.

These findings

further imply that discharged patients can demonstrate significant
growth.

What follows is a review of significant research with
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application to the present research relative to implications for
hospitals and questions worthy of future consideration.
Michael Tramontana ( 1930 ) has noted that the research on
psychotherapy outcome with adolescents has been narrow in scope.

He

noted that too much of what has been done has been borrowed from that
of adults.

Of significance was that his notation included a remark

that considerably less research, significantly less research to be
precise, has been done in the area of adolescence than with either
children or adults.
all

As Lerman (1980) noted, "while the commitment of

other age groups (to psychiatric hospitals) has decreased

appreciable in public facilities, the number of young persons admitted
since the early 1960's into these facilities has increased." The
development of the Inventory of Adolescent Well-Being marks a step
toward the development of instrumentation specific to this age group,
and represents an approach other facilities may utilize.

As noted in

Chapter III, Lewis et al. (1977) suggested new measurement instruments
relating to present illness and outcome are needed and improved
methods for communicating the data from the research to the clinical
setting would be helpful.

This project took these suggestions to

heart.
Certainly when we consider the implications of the research the
concepts of client rights and even certain elements of consumerism
come to light.

Legal support for the notion of client rights and

certain elements of evaluation began, possibly, with the Community
Health Centers Amendments of 1975 .

The amendments noted that
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essentially by fostering client self-reliance and essentially by
trying to improve the interaction between centers and the needs of the
areas where they are located mental health would be improved.

With

these amendments active commitments to patient rights were mandated.
It was a few scant years later (1977)

that The Report to the

President's Commission on Mental Health reviewed the nation's mental
health needs and recommended certain elements and rights felt to be
important.

The list of patient rights outlined in Sadoff and Kopolow

(1977) exemplify the aims of these advocates and seem worth repeating.
These rights seem particularly enlightening when we consider that it
was that same year that Thomas Szasz (1977) noted that "perhaps
because children have no rights,

the issue of their right to

protection from psychiatrists posing as their would-be protectors has
received scant attention." The list of rights outlined by Sadoff and
Kopolow follow.
1. To be treated with dignity and respect by service providers, and
to have one's humanity recognized throughout the course of
treatment.
2. Freedom from unnecessary hospitalization.
3. Freedom from unnecessary treatment.
4. The right to information about treatment — including treatment
philosophy, style, duration, and likely outcome.
5. The privilege of confidentiality.
6. The right to effective treatment (deals with the quality of
treatment received).
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7. The right to mental health services when and where they are
needed.
8. The guaranteed opportunity to participate in treatment decisions
affecting him/her.
9. The right to redress for grievances.
10. The right to have a patient advocate who is accountable only to
the patient.
Rights 4 and 6 are directly relevant to the research conducted
in this project.

The research on outcome completed here will provide

additional information to the available literature on outcome.

The

specific development of the Inventory of Adolescent Well-Being and its
potential as a screening instrument for adolescents who may or may not
require treatment clearly can be associated with Rights 2 and 3.

The

continued development and refinement of instrumentation such as the
Inventory of Adolescent Well-Being is likely to remain a part of
future mental health programs, particularly since public funding
requires the input of consumers from the beginning steps (Hunt, 1973).
The emphasis on client input seems a clear cry for the continued use
of self-report inventories as a valuable device in assessing outcome.
In the present study the development of a check-list type
inventory was chosen because it seemed likely to be used in a variety
of ways,

such as on the telephone.

The presentation is brief,

technically simple, and the data gotten derived useful and accurate
information about adolescent adjustment.

The format of this study

would be applicable for a variety of treatment settings.
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On the basis of this research it seems reasonable to recommend
that hospitals utilize scales such as the IAWB as at least one form of
client feedback.

There exists, after all, strong ethical and legal

support for the idea of client's participating in outcome, since they
are so intricately tied to the treatment process.

If implemented

again, a version of the IAWB might be developed for use by relatives.
The inventory has potential
disturbed adolescents.

use as a screening instrument for

If utilized by other facilities comparison

between institutional results would be possible, something not easily
accomplished to-date.

If implemented, this single recommendation

would begin to provide mental health workers with very valuable
information, information achieved with far less difficulty than in the
past.
Certainly, the data supports the notion that hospitalization is
a helpful

process but raises a number of questions worthy of

consideration by hospitals.

These follow.

1. How do hospitalized youngsters compare with adolescents in less
restrictive placements?
2. Do discharged adolescents from other facilities benefit from
outpatient services?
3. Do discharged "mental health patients" fare any better than
discharged delinquents?
4. What specific factors that occur during the process of hospital¬
ization foster growth and mental health?
5

Do a vast majority of adolescents from multi-problem families
* end up in psychiatric facilities? If not, what happens to those
adolescents and what is different about them?
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The results of the present study are deemed valuable and raise
these and additional questions that mental health professionals need
to consider.

Implications for Further Research
The overall

effects of psychiatric hospitalization on

adolescents remains an important question.

While the review of

literature on adolescent hospitalization reviewed in Chapter II
indicated support for the overall effects, the studies were marked by
a lack of scientific method, little or no comparison groups, and a
need for scientific instrumentation.

It was clear that the outcome

studies reported in the literature were insufficient in number and
research rigor to satisfactorily answer questions regarding the effect
of hospitalization on adolescent adjustment and well-being.

Although

the preserft study does not provide definitive answers to all the
possible questions researchers might raise, it did demonstrate that
discharged adolescents who reside at home reported real gains in their
overall well-being.

Further study on the effects of hospitalization

and the implications for discharged patients is clearly warranted.
In a replication of the present study, the design might be
altered to include ratings of significant others, in a formal way,
perhaps modifying self-report inventories to reflect their
orientation.

Also, clients might be pretested on admission to provide

additional data.

Sample size is felt to be adequate but the inclusion
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of private facilities would be deemed beneficial.

This would help

provide for greater generalizabi1ity of results.
In this study three methods of assessing adolescent well-being
were used.

Since the Inventory of Adolescent Well-Being was effective

it is felt that the scale warrants additional development and use. It
is possible that the inclusion of a lie scale would add to its
usefulness as a screening instrument.

Therefore additional questions

would need to be added if standardization were to be improved.
The Inventory of Adolescent Well-Being proved to be both
effective and simple, then.

Modified forms could be developed for use

in virtually any treatment setting.

Additionally, the battery of

outcome measures used in the study was short and able to be completed
by almost every client.

The standardization on adolescents of the

other two assessment instruments, the General Well-Being Schedule and
the Current Adjustment Rating Scale are felt to be additional benefits
of the current research.
therapy

These, too, are suggested for use in future

outcome projects.

It was noted,

that although the

Discriminant Analysis revealed that of the three isolated measures the
Inventory of Adolescent Well-Being predicted group composition at the
highest level

(71% classified accurately versus 49% and 46% for the

GWBS and CARS respectively) the three instruments together predicted
group membership at the highest level (76% predicted accurately).
All of these suggestions, however, should be adjusted to fit the
needs of therapy settings.

Certainly additional research comparing

adolescents in psychiatric settings with adjudicated adolescents would
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be beneficial but if instrumentation and methodology are similar then
separate studies would allow comparisons of results to be made.
Much remains to be learned about disturbed children.

With

respect to follow-up research carefully controlled studies utilizing
comparison groups and multiple measures of assessment will allow
statistically more reliable results.

The effects of outpatient

treatment, family variables, and a host of related questions lend
support to the notion of a need for additional research.

The results

will need to be brought back to the clinical setting and as this
occurs gains should be made in the treatment of adolescents.

Summary of Implications
The main hypothesis, that "normals," adjudicated delinquents,
hospitalized adolescents, and a group of discharged psychiatric
patients would not differ on total scores of well-being, was not
supported.

On the one hand we found that former psychiatric patients

cl osely resemble the "normals." On the other hand, we learned that
hospitalized adolescents differ significantly from both "normals" and
adjudicated delinquents.

We also found that males and females

demonstrated uniform differences across the four groups.

This new

information is enlightening but, as yet, inconclusive and requiring
further investigation.
The results suggest that hospitalized adolescents differ
significantly from other groups of adolescents and that hospitaliza¬
tion may be a helpful experience.

The findings suggest the following:
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1. Adolescents

requiring hospitalization can benefit from

hospitalization but the time required to effect positive changes
in well-being is unknown at the time.
2. The long-term effects of depriving hospitalization to these
youngsters is unknown.

Unfortunately, ideal research design

v/ould require that adolescents in need of assistance would be
denied assistance.
3. Adolescents within this study demonstrated a significant number
of family problems.
4. Former hospitalized adolescents living home demonstrated no
significant differences as a result of outpatient psychotherapy.
On

the other hand,

since their total

scores resembled the

"normals" is there a need for such services?
5. What leads to recidivism?

What can we do to prevent this?

These findings imply that considerably further research is a '
high priority.
see.

In

so

Stereotypic beliefs have a way of coloring what we

doing,

they maintain themselves, guarding against

contradictory information.
life.

Differences between the sexes is a fact of

Future research should explore the underlying differences

between males and females, as expressed in the uniform differences in
levels of well-being reported in this study.
Finally,

since evidence

from this

study suggests that

adolescents can benefit from inpatient hospitalization,
questions and concerns must be raised:

serious
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1. If society acknowledges the positive effects of hospitalization
on

adolescents does society consider these same needs

justifiable for adjudicated delinquents?
2. Are organizations, hospitals,

and the public aware that

well-being is not an unchangeable state of mind?
3. Are hospitals developing research projects to identify those
ingredients that promote positive well-being?
4. What criteria does society use to place youngsters in state or
private hospitals rather than in juvenile detention facilities?
Are these criteria static or changing?
Many questions and concerns have germinated from this research,
perhaps more than the number of answers it has yielded.

The results

of the Discriminant Analysis indicated that the Inventory of
Adolescent Well-Being was able to correctly predict group membership
quite nicely.

If this test was able to come to fruition a more

substantial

dent could possibly be made in helping disturbed

youngsters.

Surely the results of this study suggest the worth of

continued research with such instrumentation.

We might be able to

identify and help youngsters who could lead happy, productive, and
contented lives.

CHAPTER

SUMMARY OF DISSERTATION:

VII

A PUBLISHABLE ARTICLE

The Effects of Psychiatric Hospitalization of Adolescents:
A Comparative Follow-up of Four Adolescent Groups

Abstract
Five hundred forty-four adolescents were compared in a
follow-up study consisting of "normals," adjudicated
delinquents, hospitalized adolescents, and former psychiatric
patients.
Three tests of well-being and adjustment were
administered to this sample and it was found that a
discriminant analysis classified 71% of the youth into the
respective four groups simply using the author-developed
Inventory of Adolescent Well-Being.
Additional findings revealed the following interesting
findings: a follow-up group of former psychiatric patients
most closely resembled the "normals" with 86.8% of those
adolescents living home reporting improvement in their
general well-being. Uniform sex differences were found among
the four groups with adolescent boys consistently reported
higher levels of well-being than adolescent girls.
No
statistical difference was found between former patients
residing home and receiving outpatient services and former
patients residing home and not receiving outpatient services.
Suggestions and implications for future research are
discussed.

Is adolescent psychiatric hospitalization effective?

How do

hospitalized adolescents differ from "normals" and adjudicated
delinquents?

What are key background and demographic differences

among these groups?

Can follow-up instruments accurately predict

group membership among these adolescents?
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These questions are among
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the many unanswered problems faced in planning treatment for young
people.

This study seeks to provide some beginning answers to these

questions.
Tramontana (1980)

reviewed the outcome literature available on

adolescents and concluded that far fewer outcome studies have been
completed with adolescents than with ei ther adults or children and
that little attention has been given to either hospitalized or
nonhospitalized adolescents with psychiatric disturbances.
and Warren (1983)

Guttridge

speculated that one reason for the "neglect of

adolescent hospitalization is the lack of empirical data on its scope
and its characteristics." Lewis, Barnhardt, Gossett, and Phillips
(1975) cited a need for new instrumentation specific to this age group
able to relate present illness and outcome.

All noted a dire need for

additional research.
Certainly the press for additional

data on the process and

outcomes of hospitalization becomes glaring in light of Lerman's
(1980) comment.

He stated that "while the commitment of all other age

groups (to psychiatric hospitals) has decreased appreciably in public
facilities,

the number of young persons admitted since the early

I960's into these facilities has increased."
To-date, most follow-up research has relied upon interview
methods,

rarely utilizing comparison groups and generally not using

instrumentation that would allow for comparability with other studies.
Multivariate investigations seem nonexistent.
Dimperio, and Gossett (1984)

In fact, Blotcky,

state that "with respect to follow-up
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research itself, the majority of studies provide disparate or
statistically unreliable measurements of patient, family, and
treatment variables, thus preventing meaningful comparisons." They
conclude that clinicians in facilities would be wise to design and
complete studies if treatment is to improve.
The need for data on adolescent hospitalization was again cited
in an August (1984) issue of the American Psychologist.

In that issue

Knitzer of the Children's Defense Fund noted that "Both national and
state reports have questioned the adequacy of mental health services
provided to seriously disturbed children and adolescents" (Joint
Commission on the Mental Health of Children, 1969; President's
Commission on Mental Health, 1978).
This experiment,

then, is an effort to advance a body of

knowledge concerned with the impact of psychiatric hospitalization on
adolescents.

The experiment uses standardized test measures,

multivariate statistical procedures, and a number of comparison
groups; all recommendations of previous researchers.
will

This experiment

allow for comparisons between adjudicated and hospitalized

adolescents, as suggested by Guttridge and Warren (1983) and allow for
comparability of findings.

Methodology
Subjects.

The sample population consisted of 544 adolescents.

The hospitalized sample was made up of 54 males and 43 females
admitted to a state psychiatric hospital for adolescents.

The
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facility specifically treats severely disturbed adolescents requiring
inpatient treatment and is located in Connecticut.

The former

hospitalized group residing at home consisted of 114 males and 80
females discharged from that same hospital.

This group were

discharged from eight to 72 weeks with 70 youngsters residing at home
and 123 living either in less restrictive settings, correctional
facilities, or their address was unknown.

The adjudicated sample was

comprised of 13 girls and 87 boys residing in a state facility for
adjudicated adolescents.

The "normals" consisted of 59 boys and 77

girls attending two high schools in the hospital catchment area.

One

school was located in a rural community and one was located in a more
urbanized suburban locale.
Procedure.

The former hospitalized group who resided at home

were tested during telephone interviews.

The former patients residing

outside the home were deemed unavailable for testing but their
clinical

records were reviewed and comparisons were made.

The

hospitalized sample were tested in small group settings or during
English classes.

The "normals" and adjudicated sample were all tested

during English classes.
Those participants completing testing, 393 youngsters, rated
their perception of their adjustment on 54 items, dispersed through
three self report inventories.
Bergin and Lambert ( 1978 ) noted that the use of one sole
criterion to evaluate growth is erroneous since therapy involves a
complex array of variables.

Legally, the Community Mental Health
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Centers Amendment of 1975, P.L. 94-63 has specified the need for
client evaluations if programs wish to receive federal funding.

On

another level, as mental health has begun to move from a medical model
to a preventive orientation the recipients of services have begun to
take a more active role in choosing their service providers.

All this

supports the model of self-evaluation utilized in this research.
Client ratings have found support in the work of Sloane, Staples,
Cristol, Yorkston, and Whipple (1975), Horenstein, Houston, and Holmes
(1973), and Margolis, Sorenson, and Galono (1977).

These researchers

have discussed the strengths and reliability of client ratings.
Gurman's ( 1977 ) review of the literature on patient's perceptions of
therapy concluded with the following:
concluded

that patient's

ratings

of

"it can be tentatively
the quality of the

therapist-patient relationship are at least as powerful as predictors
of therapeutic change as nonparticipant judge's ratings and perhaps
even somewhat more powerful."
Measures.

The participants were measured with the General

Well-Being Schedule, the Current Adjustment Rating Scale, and the
author-developed Inventory of Adolescent Well-Being.
The General Well-Being Schedule (GWBS) was developed by Dupuy
( 1978) for the National Center for Health Statistics and purports to
measure "general psychological well-being, the net impact of the many
forces which affect an individuals subjective emotional or feeling
states." Constructed with items allowing for both positive and
negative feelings, Dupuy's results provide evidence that a strong and
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reasonable inference can be made that the 13 items form an overall
index of general well-being.
The Current Adjustment Rating Scale (CARS) was developed by
Truax ( 1968) and consists of 14 nine-point Likert type items which
require the respondent to evaluate current functioning, satisfactions,
and likeability.

In a study designed to examine intersource consensus

in assessing therapeutic outcome, Berzins, Bednar, and Severy (1975)
concluded that "the CARS emerged as the most promising instrument for
further exploration, not only because of its strong relationship to
all other measures of improvement used in this study but also because
of its relative brevity." The CARS was chosen because of its promise
to the field, because of its simplicity, and because of its
correlation with other instrumentation.
The Inventory of Adolescent Well-Being (IAWB) was an answer to
numerous researchers calls for instrumentation specifically developed
for adolescents (Garber & Pol sky, 1970; Lewis, Barnhardt, Gossett, &
Phillips, 1975; Blotcky, Dimperio, & Gossett, 1984).

The inventory is

a one-page paper-and-pencil self-report measure utilizing twenty items
evaluated on a four-point rating scale.

The inventory was designed to

be brief, simple in design, and relevant in content.

Developed with

input from psychiatrists, psychologists, and hospitalized adolescents,
the inventory is designed to be utilized in a wide range of settings.
Statistical Analyses.

A repeated measure analysis of variance

design and discriminant analytic procedure was used to test the
general hypotheses.

A T-test was used to test for differences within
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the former hospitalized sample.

This study used a level of

significance of .05 to ascertain differences between means.

When a

significant F score was found, a multiple comparison between means was
completed using a multivariate Scheffe test.

Results
This

experiment tested the general

hypothesis that no

differences would be found between "normals," adjudicated delinquents,
hospitalized patients, and a sample of former hospitalized patients.
The results yielded significant differences between the
hospitalized sample and the "normals." Further,

significant

differences were found between the hospitalized sample and the
adjudicated (delinquent) sample.

The former patients were found to

closely resemble the "normals," yielding no significant differences
between these groups.
An additional hypothesis regarding sex differences between and
among the groups was found to yield highly significant results that
were uniform across the four groups.

A within group hypothesis,

concerning the former hospitalized sample and assessing the impact of
outpatient psychotherapy services yielded no differences between
former patients receiving those services and those not receiving such
services.
Finally, a descriptive hypothesis concerning the Inventory of
Adolescent Well-Being found that the IAWB was able to predict group
membership at the .01 level of significance; correctly classifying 71%
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of the four groups.

The results may be viewed in Tables 38, 39, and

40-42.

Piscussion
A review of the results indicates that inhospital treatment for
adolescents can be a helpful experience.

The results reveal that

hospitalized adolescents differ significantly from groups of "normals"
attending local

high schools and from a sample of adjudicated

youngsters residing in a detention type facility.

In fact, the

results of the Discriminant Analysis revealed that the Inventory of
Adolescent Well-Being was able to correctly classify 71% of the cases
used in this project.

The results definitely reveal that a follow-up

group of discharged adolescent psychiatric patients residing at home
clearly resemble the group of "normals."
Do adolescent boys and adolescent girls provide similar results
on the concept of well-being?

The results indicate that not only do

significant differences exist but that the differences were uniform
across the four groups.

As a group, boys consistently reported higher

total scores; reporting greater levels of well-being than the girls.
Do adolescents who have been discharged and who are receiving
outpatient psychotherapy services report greater levels of well-being
than those adolescents not receiving services?

The results indicate

no statistical difference between the groups.
This study indicates that psychiatric hospitalization for
adolescents can be a beneficial experience.

This experiment reveals
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Table 38
Mean Scores Across the Groups
Test

Normals

Delinquents

Hospitalized

Follow-up

IAWB
Mai es
Females
Combined

54.82
60.07
62.26

58.32
53.27
57.38

54.94
47.50
51.89

61.62
60.16
61.10

GWBS
Males
Females
Combined

91.30
82.21
86.44

73.48
64.50
71.58

77.78
62.31
71.43

89.77
87.48
88.93

CARS
Mai es
Females
Combined

90.73
87.62
89.26

82.80
81.93
82.63

79.94
75.70
73.10

92.13
95.31
93.40
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Table 39
Mean Scores on Follow-■up Group:
Variable

Results on Outpatient Services

Test

Mean

Received Therapy

IAWB

61.09

9.13

No Therapy

IAWB

61.11

8.46

Received Therapy

GWBS

36.82

15.68

No Therapy

GWBS

90.91

15.99

Received Therapy

CARS

92.12

15.78

No Therapy

CARS

95.79

12.37

Std. Dev.
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Table 40
Discriminant Analysis of IAWB

Group
Normal (1)

No. of
Cases

1

Predicted Group Membership
2
3
4

136

113
80.9

6
4.4

4
2.9

16
11.8

Detention (2)

90

7
7.8

72
80.0

7
7.8

4
4.4

Hospitalized (3)

97

11
11.3

17
17.5

60
61.9

9
9.3

Follow-up/Home (4)

70

24
34.3

3
4.3

6
8.6

37
52.9

123

123
100.0

0
0.0

0
0.0

0
0.0

Follow-up/
Unavai1able

Percent of grouped cases correctly classified = 70.99.
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Table 41
Discriminant Analysis of GWBS

No. of
Cases

Group

Normal

(1)

1

Predicted Group Membership
2
3
4

136

68
50.0

22
16.2

14
10.3

32
23.5

Detention (2)

90

15
16.7

35
38.9

25
27.3

15
16.7

Hospitalized (3)

97

13
13.4

24
24.7

50
51.5

10
10.3

Follow-up/Home (4)

70

14
20.0

6
8.6

11
15.7

39
55.7

123

2
1.6

0
0.0

121
98.4

0
0.0

Fol1ow-up/
Unavailable

Percent of grouped cases correctly classified = 48.85.
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Table 42
Discriminant Analysis of CARS

Mo. of
Cases

Group

Normal

(1)

Predicted Group Membership
12
3
4

136

81
59.6

22
16.2

17
12.5

16
11.8

Detention (2)

90

19
21.1

33
36.7

22
24.4

16
17.3

Hospitalized (3)

97

19
19.6

17
17.5

45
46.4

16
16.5

Follow-up/Home (4)

70

31
44.3

7
10.0

12
17.1

20
28.6

123

0
0.0

0
0.0

123
100.0

0
0.0

Fol1ow-up/
Unavailable

Percent of grouped cases correctly classified = 45.55.
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that adolescents in need of hospitalization can improve their overall
levels of well-being, to a point commensurate with "normals." The
lack of difference between those adolescents receiving psychotherapy
services and those not receiving such services is noteworthy.
Apparently the success or reported levels of well-being from
discharged psychiatric patients is not dependent upon outpatient
psychotherapy.
This study indicates that groups of "normals," adjudicated
adolescents, hospitalized adolescents, and a sample of former
hospitalized psychiatric patients residing at home can demonstrate
significant differences.

However, this study has limitations inherent

within its methodology that limit the generalization of the results.
The sample was drawn from Connecticut.

The hospitalized sample and

former hospitalized sample were drawn from a state psychiatric
hospital serving the eastern two-thirds of the State of Connecticut.
The adjudicated sample were drawn from one institution serving
adjudicated adolescents remanded to the State of Connecticut.

The

"normals" were drawn from two high schools in the eastern two-thirds
of the State of Connecticut.

Therefore, the results can only be

generalized to other individuals within the same parameters as the
sample.

Further, the former patients were tested during telephone

interviews.
sample

This is seen as a confounding vatiable.

Howevet , the

size is quite large and the findings can be used as

implications for further research.
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This study attempted to advance a body of knowledge concerned
with the impact of psychiatric hospitalization on adolescents.

The

need for empirical data on psychiatrically-il1 adolescents has been
noted by numerous researchers (Tramontana, 1980; Guttridge & Warren,
1983; Blotcky, Dimperio, & Gossett, 1984).

The limited research

to-date does report positive gains as a result of hospitalization and
this investigation is consistent with findings of such researchers as
Carter (1942), Masterson (1956), Warren (1965), Weiss and Glasser
( 1967 ), and Beavers and Blumberg (1968).

The results agree with the

notion that hospitalization can be a helpful experience and that
adolescents will report improved levels of well-being at follow-up.
The use of a multivariate analysis, the use of comparison
groups, the use of multiple measures of outcome, and the development
of a new follow-up instrument, the Inventory of Adolescent Well-Being,
is consistent with needs discovered in a comprehensive review of the
literature.

These procedures are consistent with recommendations put

forth by Lewis, Barnhardt, Gossett, and Phillips (1975) in their
discussion of operational solutions to specific methodological
difficulties inherent in follow-up research with adolescents.

These

procedures are also consistent with recommendations by Fiske, Hunt,
Luborsky, Orne, Parloff, Reiser, and Tuma (1970).

Bergin and Lambert

( 1978 ) note that the use of one sole criterion to evaluate growth is
erroneous since therapy involves a complex array of variables.

The

results concur with these researchers recommendations and provide for
comparability of findings with other researchers using similar
methodology.
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The differences between the hospitalized sample and the
adjudicated sample suggests that greater attention might be paid to
the mixing of these groups, an issue discussed by Guttridge and Warren
(1983).

Given the large number of discharged patients who do not

return home following hospitalization differences between adolescents
residing in group homes, residential schools, and day treatment
programs, with accovnpanyi ng follow-up data could well be worth
investigating.

The results of this study suggest that these groups

might well be different.
This experiment compared four groups of adolescents: "normals,"
adjudicated adolescents, psychiatric patients, and a follow-up group
of discharged psychiatric patients residing at home.
completed multiple self-report instruments.

All groups

The results indicated

significant differences between groups with the follow-up group most
closely resembling the "normals." The use of multivariate statistical
procedures, multiple measures of outcome, and several comparison
groups are steps forward in the research conducted to-date.

Future

comparisons with adolescents treated in less restrictive settings
should provide valuable information to professionals working with this
age group.
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THE INVENTORY OF ADOLESCENT WELL-BEING

AGE:_

Tony D. Crespi

SEX:_

HOW HAVE THINGS BEEN GOING FOR YOU?
INSTRUCTIONS:

ANSWER CHOICES:

WE ARE INTERESTED IN LEARNING WHAT IS
HAPPENING IN YOUR LIFE.
WE'D APPRECIATE
YOUR TAKING A FEW MINUTES TO COMPLETE THIS
ALL ANSWERS WILL BE TREATED AS CONFIDENTIAL.
NOT AT ALL
N

SOMETIMES
S

OFTEN
0

ALMOST ALWAYS
A

N

S

0

A

I HAVE BEEN WAKING UP FRESH AND RESTED.

N

S

0

A

I MISS SCHOOL AND/OR CLASSES FREQUENTLY.

N

S

0

A

I'VE BEEN HAVING FEELINGS OF EXTREME LONELINESS.

N

S

0

A

I'VE BEEN HOSPITALIZED FOR EMOTIONAL REASONS DURING THE LAST
SIX MONTHS.

N

S

0

A

I'VE HAD SOME PROBLEMS WITH THE LAW DURING THE PAST SIX MONTHS.

N

S

0

A

I'M ACTIVE IN ATHLETICS.

N

S

0

A

N

S

0

A

I HAVE SERIOUS ARGUMENTS WITH MY PARENTS/GUARDIANS.

N

S

0

A

I’M CURRENTLY IN TREATMENT FOR EMOTIONAL ISSUES.

N

S

0

A

I’M TAKING MEDICATION.

N

s

0

A

I CAN TALK TO MY PARENTS AND FEEL GOOD.

N

S

0

A

I CLEARLY KNOW WHAT I WANT IN LIFE.

N

S

0

A

I SOMETIMES WISH I WAS NEVER BORN.

N

S

0

A

I'VE RUN AWAY FROM HOME DURING THE PAST SIX MONTHS.

N

S

0

A

I HAVE A JOB AND WORK REGULARLY.

I'M INVOLVED IN A SERIOUS RELATIONSHIP WITH A BOYFRIEND/
' GIRLFRIEND.

What kind?_

178

0

I'VE FELT SO SAD I'VE WONDERED IF ANYTHING WAS WORTHWHILE.

0

I FEEL TENSE AND ANXIOUS.

0

MY LIFE HAS IMPROVED SINCE SIX MONTHS AGO.

0

I'M IN FIRM CONTROL OF MY BEHAVIOR/THOUGHTS/FEELINGS.

0

MY LIFE'S O.K.
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THE GENERAL WELL-BEING SCALE
NAME: _
SEX:

(M)

(F)

AGE:

READ:

THIS SECTION CONTAINS QUESTIONS ABOUT HOW YOU FEEL AND HOW
THINGS HAVE BEEN GOING WITH YOU.
FOR EACH QUESTION, MARK (X)
THE ANSWER WHICH BEST APPLIES TO YOU.

1. HOW HAVE YOU BEEN FEELING IN GENERAL?
1(
2(
3(
4(
5(
6(

)
)
)
)
)
)

(DURING THE PAST MONTH)

IN EXCELLENT SPIRITS
IN VERY GOOD SPIRITS
IN GOOD SPIRITS MOSTLY
I HAVE BEEN UP AMD DOWN IN SPIRITS A LOT
IN LOW SPIRITS MOSTLY
IN VERY LOW SPIRITS

2. HAVE YOU BEEN BOTHERED BY NERVOUSNESS OR YOUR "NERVES"? (DURING THE
PAST MONTH)
1(
2(
3(
4(
5(
6(

) EXTREMELY SO—TO THE POINT WHERE I COULD NOT WORK OR TAKE CARE
OF THINGS
) VERY MUCH SO
) QUITE A BIT
) SOME—ENOUGH TO BOTHER ME '
) A LITTLE
) NOT AT ALL

3. HAVE YOU BEEN IN FIRM CONTROL OF YOUR BEHAVIOR, THOUGHTS, EMOTIONS
OR FEELINGS?
(DURING THE PAST MONTH)
1(
2(
3(
4(
5(
6(
4

)
)
)
)
)
)

YES, DEFINITELY SO
YES, FOR THE MOST PART
GENERALLY SO
NOT TOO WELL
NO, AMD I AM SOMEWHAT DISTURBED
NO, AND I AM VERY DISTURBED

HAVE YOU FELT SO SAD, DISCOURAGED, HOPELESS, OR HAD SO MANY PROBLEMS
THAT YOU WONDERED IF ANYTHING WAS WORTHWHILE? (DURING THE PAST MONTH)
1(

) EXTREMELY SO—TO THE POINT THAT I HAVE JUST ABOUT GIVEN UP

2(
3(
4(

) VERY MUCH SO
) QUITE A BIT
) SOME-ENOUGH TO BOTHER ME

5(
6(

) A LITTLE BIT
) NOT AT ALL
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5*

Y0U BE^N UNDER 0R FELT Y0U WERE UNDER STRAIN, STRESS, OR
PRESSURE?
(DURING THE PAST MONTH)
1(
2(
3(
4(
5(
6(

)
)
)
)
)
)

YES —ALMOST MORE THAN I COULD BEAR OR STAND
YES—QUITE A BIT OF PRESSURE
YES—SOME, MORE THAN USUAL
YES—SOME, BUT ABOUT USUAL
YES—A LITTLE
NOT AT ALL

6. HOW HAPPY, SATISFIED, OR PLEASED HAVE YOU BEEN WITH YOUR PERSONAL
LIFE?
(DURING THE PAST MONTH)
1(
2(
3(
4(
5(
6(

)
)
)
)
)
)

EXTREMELY HAPPY—COULD NOT HAVE BEEN MORE SATISFIED OR PLEASED
VERY HAPPY
FAIRLY HAPPY
SATISFIED, PLEASED
SOMEWHAT DISSATISFIED
VERY DISSATISFIED

7. HAVE YOU ANY REASON TO WONDER IF YOU WERE LOSING YOUR MIND, OR
LOSING CONTROL OVER THE WAY YOU ACT, TALK, THINK, FEEL, OR OF
YOUR MEMORY?
(DURING THE PAST MONTH)
1(
2(
3(
4(
5(
6(

)
)
)
)
)
)

MOT AT ALL
ONLY A LITTLE
SOME, BUT NOT ENOUGH TO BE CONCERNED OR WORRIED ABOUT
SOME AND I HAVE BEEN A LITTLE CONCERNED
SOME AND I AM QUITE CONCERNED
YES, VERY MUCH SO AMD I AM VERY CONCERNED

8. HAVE YOU BEEN ANXIOUS, WORRIED, OR UPSET?
1(
2(
3(
4(
5(
6(

)
)
)
)
)
)

(DURING THE PAST MONTH)

EXTREMELY SO—TO THE POINT OF BEING SICK OR ALMOST SICK
VERY MUCH SO
QUITE A BIT
SOME —ENOUGH TO BOTHER ME
A LITTLE BIT
NOT AT ALL

9. HAVE YOU BEEN WAKING UP FRESH AND RESTED? (DURING THE PAST MONTH)
1(
2(
3(
4(
5(
6(

)
)
)
)
)
)

EVERY DAY
MOST EVERY DAY
FAIRLY OFTEN
LESS THAN HALF THE TIME
RARELY
NONE OF THE TIME
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10. HAVE YOU BEEN BOTHERED BY ANY ILLNESS, BODILY DISORDER
FEARS ABOUT YOUR HEALTH? (DURING THE PAST MONTH)

PAINS

OR

1( ) ALL THE TIME
2( ) MOST OF THE TIME
3( ) A GOOD BIT OF THE TIME
4( ) SOME OF THE TIME
5( ) A LITTLE OF THE TIME
5( ) NONE OF THE TIME
11. HAS YOUR DAILY LIFE BEEN FULL OF THINGS THAT WERE INTERESTING TO
YOU? (DURING THE PAST MONTH)
1(
2(
3(
4(
5(
6(

)
)
)
)
)
)

ALL THE TIME
MOST OF THE TIME
A GOOD BIT OF THE TIME
SOME OF THE TIME
A LITTLE OF THE TIME
NONE OF THE TIME

12. HAVE YOU FELT DOWN-HEARTED AND BLUE?

(DURING THE PAST MONTH)

1( ) ALL OF THE TIME
2( ) MOST OF THE TIME
3( ) A GOOD BIT OF THE TIME
4( ) SOME OF THE TIME
5( ) A LITTLE OF THE TIME
6( ) NONE OF THE TIME
13. HAVE YOU BEEN FEELING EMOTIONALLY STABLE AND SURE OF YOURSELF?
(dURING THE PAST MONTH)
1( ) ALL OF THE TIME
2( ) MOST OF THE TIME
3( ) A GOOD BIT OF THE TIME
4( ) SOME OF THE TIME
5( ) A LITTLE OF THE TIME
6( ) NONE OF THE TIME
14. HAVE YOU FELT TIRED, WORN OUT, USED-UP, EXHAUSTED?
PAST MONTH)
1(
2(
3(
4(
5(
6(

)
)
)
)
)
)

ALL OF THE TIME
MOST OF THE TIME
A GOOD BIT OF THE TIME
SOME OF THE TIME
A LITTLE OF THE TIME
NONE OF THE TIME

(DURING THE
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READ:

rAr,.EJun 0F THE F0UR SCALES BELOW, NOTE THAT THE WORDS AT
™'1END 0F THE O-TO-IO SCALE DESCRIBE OPPOSITE FEELINGS.
CIRCLE ANY NUMBER ALONG THE BAR WHICH SEEMS CLOSEST TO HOW
YOU HAVE GENERALLY FELT DURING THE PAST MONTH.

15. HOW CONCERNED OR WORRIED ABOUT YOUR HEALTH HAVE YOU BEEN7
(DURING THE PAST MONTH)
0^23456789
NOT CONCERNED
AT ALL

10

VERY
CONCERNED

16. HOW RELAXED OR TENSE HAVE YOU BEEN? (DURING THE PAST MONTH)
0

1

2

3

4

5

6

7

8

9

VERY
RELAXED

VERY
TENSE

17. HOW MUCH ENERGY, PEP, VITALITY HAVE YOU FELT?
PAST MONTH)
0

1

10

2

3

4

5

6

7

8

NO ENERGY
AT ALL,
LISTLESS

(DURING THE

9

10

VERY
ENERGETIC,
DYNAMIC

13. HOW DEPRESSED OR CHEERFUL HAVE YOU BEEN? (DURING THE PAST MONTH)
0

1

2

3

4

5

6

7

8

9

10

VERY
CHEERFUL

Very
DEPRESSED

THANK YOU FOR YOUR HELP

<
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CURRENT ADJUSTMENT RATING SCALE
Charles E. Truax
Rate yourself by placing a ( ) check mark in the appropriate place
along the scales.
If you are unsure of your answer, mark it (?) as
well as with your check mark.
1. Overall
1

2

general

estimate of your current functioning

3

4

5

6

7

8

9

MTTdTy

SeverelyModerately
Disturbed
Disturbed
Functioning
Functioning

Impaired
Functioning

2. What change has there been in your functioning since one year ago
123456789
Marked
Deteriorati on

No
Change

Marked
Improvement

3. Rate your current work adjustment
1

2

3

4

5

6

Very unhappy
and unproductive

7

8

9

Very happy
and productive

4. Your current relationships with friends and relatives are
1

2

3

4

5

6

Very unsatisfying
for me

7

8

9

Very satisfying
for me

5. Rate your current relationship with your husband or wife (if not
married to close opposite-sexed friend)
1

2

3

Very unsatisfying
for me

4

5

6

7

8

9

Very satisfying
for me

6. Adequacy of your current life adjustment
123456789
Very unsatisfying
for me

Very satisfying
for me
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7. Rate your current "1ikeability" (how much you think others like you)
1

2

3

4

5

6

7

Very unlikeable
to others

8

9

Very likeable
to others

8. Rate your current "1ikeabi1ity" (how much do you think your
counselor likes you)
1

2

3

4

5

6

7

Very unlikeable
to him (her)

8

9

Very likeable
to him (her)

9. To what extent are you living up to yuor potential at work
1

2

3

4

5

6

Not at all

7

8

9

Living up to your
full potential

10. To what extent are you living up to your potential as a person
1

2

3

4

5

6

7

8

9

Living up to your
full potential

Not at al 1

11. Rate your occupational adjustment
123456789
Unable to
work

Able to work
most of time

Able to work
steadily

12. Rate your sexual adjustment
123456789
Very unsatisfying
to me

Very satisfying
to me

13. Your current leisure time activity is
1

2

3

4

5

6

Very unsatisfying
to me

7

8

9

Very satisfying
to me

14. Current adjustment with friends
1

2

3

4

No friends or very
unsatisfying to them

5

6

7

8

9

Very satisfying
to them

APPENDIX D

DESCRIPTIVE STATISTICS
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INTERPRETIVE INFORMATION FOR DESCRIPTIVE STATISTICS
In looking at item means for both the Inventory of Adolescent WellBeing and the General Well-Being Schedule it should be noted that
although higher Total Scores do indicate higher degrees of well-being
individual

items require attention to the direction of valence.

In

other words on certain items higher points are awarded for more of
something and on items of different qualities higher points are
awarded for less of something.

An example follows.

IAWB Item 1.

I HAVE BEEN WAKING UP FRESH AND RESTED.
HOT AT ALL = 1
SOMETIMES*2
OFTEN=3
ALMOST ALWAYS=4

IAWB Item 2.

I MISS SCHOOL AND/OR CLASSES FREQUENTLY.
NOT AT ALL=1
S0METIMES=2
0FTEN=2
ALMOST ALWAYS*1

On the I AWB items scored in the positive direction (i. e., Example 1)
include the following:
1,6,7,11,15,18,19,20
On the IAWB items scored with a reversed scoring sequence (i.e..
Example 2) include the following:
2,3,4,5,8,9,10,13,14,16,17
On

the General Well-Being Schedule items scored in the positive

direction include the following:
2,4,5,8,10,12,14,17,18
On the GWBS items scored with a reversed scoring sequence include the
following:
1,3,6,7,9,11,15,16.
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Table 43
Means and Standard Deviations on the IAWB

Items
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20

Normals
Mean
SD

Detention
Mean
SD

2.41
3.29
3.34
3.97
3.82
2.43
2.41
2.95
3.96
3.55
2.41
2.47
3.34
3.71
2.86
3.22
3.05
2.75
3.05
3.12

2.20
2.83
2.89
3.77
2.20
3.11
3.27
3.14
3.67
3.35
3.09
3.02
3.15
3.12
2.14
2.73
2.52
2.38
2.79
2.59

.88
.69
.66
.23
.51
1.05
1.29
.91
.20
1.00
.91
1.08
.74
.78
1.34
.76
.81
1.12
.95
.86

1.01
1.16
.95
.52
1.03
1.07
1.06
1.02
.64
1.17
1.00
1.07
1.03
1.13
1.21
1.03
.95
2.00
1.12
1.23

Hospitalized
Mean
SD

2.42
2.70
2.77
2.81
3.13
2.77
2.45
2.51
2.45
3.15
2.21
2.57
2.83
3.08
1.87
2.43
2.42
2.26
2.87
2.68

.95
1.08
.99
1.16
1.13
1.09
1.19
1.05
1.20
1.26
1.06
1.14
1.10
1.19
1.14
1.00
1.05
1.06
1.06
.98

Follow-up/Home
Mean
SD

2.51
2.95
3.31
3.72
3.51
2.05
2.15
3.38
2.59
3.38
2.74
2.56
3.54
3.92
2.31
3.51
3.15
2.95
3.23
3.36

1.00
1.26
.89
.83
.91
1.12
1.31
.63
1.45
1.23
1.19
1.19
.64
.35
1.38
.76
.84
1.05
1.01
.84
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Table 44
Means and Standard Deviations on the GWBS

I terns

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18

Normals
Mean
SD

Detention
Mean
SD

3.99
4.63
4.71
4.71
3.97
3.99
5.00
4.28
3.54
4.86
3.75
4.68
4.32
3.89
6.47
5.82
6.41
6.41

3.12
4.18
4.14
3.62
3.23
3.08
4.24
3.53
3.52
4.60
3.23
4.60
3.50
3.50
4.48
4.41
6.32
5.14

1.18
1.28
1.09
1.34
1.37
1.29
1.41
1.53
1.27
1.28
1.22
1.28
1.37
1.51
2.56
2.62
2.50
2.13

1.32
1.50
1.41
1.84
1.63
1.64
1.96
1.51
1.67
1.54
1.58
1.54
1.65
1.64
3.31
2.89
3.09
3.13

Hospitalized
Mean
SD

3.34
4.07
4.19
3.77
2.98
3.32
4.43
3.28
3.57
4.43
3.26
4.43
3.67
3.83
4.45
4.20
5.62
4.64

1.11
1.62
1.44
1.78
1.53
1.48
1.81
1.55
1.43
1.62
1.67
1.62
1.67
1.63
3.04
2.91
3.12
2.57

Follow~up/Home
Mean
SD

4.03
4.92
4.74
4.90
4.33
3.7
4.95
4.67
3.67
5.13
4.05
5.13
4.46
4.00
5.89
6.38
6.87
7.49

1.11
1.20
.94
1.53
1.26
1.23
1.28
1.24
1.32
1.03
1.39
1.03
1.33
1.36
3.60
2.77
2.75
2.33
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Table 45
Means and Standard Deviations on the CARS

Items

1
2
3
4
5
6
7
8
9
10
11
12
13
14

Normal s
Mean
SD

Detention
Mean
SD

7.58
6.61
6.83
7.38
6.54
6.62
6.82
6.79
6.43
6.49
6.97

6.20
6.52
6.14
6.39
7.21
5.64
6.38
6.91
6.45
6.12
6.86

6.76
7.25

1.86
1.97
1.57
1.88
2.40
1.84
1.44
1.88
2.06
2.02
2.05
1.89
1.61

5.61
6.86

2.48
2.51
2.35
2.55
2.23
2.52
2.22
2.17
2.35
2.43
2.20

Hospitalized
Mean
SD

6.20
6.23
5.62
6.00
5.98
4.87
6.77
7.00
5.87
5.79
6.62

—

--

2.81
2.01

6.40
6.77

2.63
2.51
2.41
2.70
2.82
2.53
2.33
2.00
2.28
2.48
2.19
2.17
2.00

Fol loW'-up/Home
Mean
SD

8.03
7.77
6.87
7.31
6.18
7.18
6.72
7.36
7.23
7.54
7.31
—
6.67
7.51

1.72
1.91
2.30
2.55
2.98
2.23
2.38
2.38
2.42
1.80
2.14
*—
2.80
2.19
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Table 46
Individual Item Responses on the IAWB

I tern

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
'?r

Normal s

136
136
135
136
135
136
135
136
136
134
135
136
136
136
136
136
136
133
136
136

Detention

90
90
90
88
90
89
89
89
89
88
90
89
89
90
90
90
89
89
89
89

Hospitalized

97
97
97
96
94
97
96
97
93
93
97
97
96
97
97
96
97
96
94
97

Follow-up/Home

70
70
70
70
70
70
70
70
70
70
70
70
70
70
70
70
70
70
70
70
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Table 47
Individual Item Responses on the GWBS

Item

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18

Normal s

136
136
136
136
136
136
136
136
136
136
136
136
136
136
134
135
135
134

Detention

90
90
90
90
89
90
89
89
89
90
90
90
90
90
87
88
88
88

Hospitalized

96
96
96
96
97
95
96
96
96
96
95
95
96
96
92
94
94
92

Follow-up/Home

70
70
70
70
70
70
70
70
69
69
70
70
70
70
70
70
70
69
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Table 48
Individual Item Responses on the CARS

Item

1
2
3
4
5
6
7
8
9
10
11
12
13
14

Normal s

114
130
130
132
129
130
133
110
127
133
128
127
133
133

Detention

80
87
86
86
86
86
87
84
87
88
85
68
87
87

Hospitalized

83
91
87
89
89
87
89
82
82
90
85
72
90
89

Fol loW'-up/Home

70
69
62
69
67
69
69
47
60
69
68
28
69
69
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Table 49
Scheffe's Procedure for Individual Item Differences

Normals

Normal s

Detention

Hospitalized

1,3,4,5,6,
7,8,11,12
13,15,16,18

1,2,3,4,5,6,7
8,12,13,15,16
18

Follow-up/Home

Detention

xxxxx
xxxxx
xxxxx

I, 4,5,6,7,8,
II, 12,13,16,18

Hospitalized

xxxxx
xxxxx
xxxxx

1,3,4,5,7,8,
10,11,12,13,
16,17,18

Fol1ow~up/Home

xxxxx
xxxxx
xxxxx

xxxxx
xxxxx
xxxxx

Items which do not discriminate groups - 9,14
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Table 50
Items Differentiating Groups:
Group

GWBS~Follow-up/Home to Hospitalized

I tern

Means
Foil.
Hosp.

1. How have you been feeling in general?

4.03

3.34

3. Have you been in firm control of your behavior,
thoughts, emotions, or feelings?

4.74

4.19

4. Have you felt so sad, discouraged, hopeless,
or had so many problems that you wondered if
anything was worthwhile?

4.90

3.77

5. Have you been under or felt you were under
any strain, stress, or pressure?

4.33

2.98

7. Have you any reason to wonder if you were
losing your mind, or losing control over the
way you act, talk, think, feel, or of your
memory?

4.95

4.43

8. Have you been anxious, worried, or upset?

4.67

3.28

10. Have you been bothered by any illness,
bodily disorder, pains, or fears about
your health?

5.13

4.43

11. Has your daily life been full of things
that were interesting to you?

4.05

3.26

12. Have you felt down-hearted and blue?

4.79

3.85

13. Have you been feeling emotionally stable
and sure of yourself?

4.46

3.67

6.38

4.20

6.87

5.62

7.49

4.64

16. How relaxed or tense have you been?
17. How much energy, pep, vitality have you felt?
18. How depressed or cheerful have you been?
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Table 51
Items Differentiating Groups:

GWBS-Follow-up/Home to Detention Group

I terns

1. How have you been feeling in general?

Means
Foil.
Det.

4.03

3.12

4. Have you felt so sad, discouraged, hopeless, or
had so many problems that you wondered if anythinq
was worthwhile?
4.90

3.62

5. Have you been under or felt you were under any
strain, stress, or pressure?

4.33

3.23

6. How happy, satisfied, or pleased have you been
with your personal life?

3.74

3.08

7. Have you any reason to wonder if you were
losing your mind, or losing control over the
way you act, talk, think, feel, or of you
memory?

4.95

4.24

8. Have you been anxious, worried, or upset?

4.67

3.53

4.05

3.23

4.79

3.70

13. Have you been feeling emotionally stable
and sure of yourself?

4.46

3.50

16. How relaxed or tense have you been?

6.38

4.41

18. How depressed or cheerful have you been?

7.49

5.14

11. Has your daily life been full of things that
were interesting to you?
*
12. Have you felt down-hearted and blue?
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Table 52
Items Differentiating Groups:

GWBS—Hospitalized to Normal Group

I terns

Means
Hosp.
Norm.

1. How have you been feeling in general?

3.34

3.99

2. Have you been bothered by nervousness
or your nerves?

4.07

4.63

3. Have you been in firm control of your
behavior, thoughts, emotions, or feelings?

4.19

4.71

4. Have you felt so sad, discouraged, hopeless,
or had so many problems that you wondered if
anything was worthwhile?

3.77

4.71

5. Have you been under or felt you were under
any strain, stress, or pressure?

2.98

3.97

6. How happy, satisfied, or pleased have you
been with your personal life?

3.32

3.99

7. Have you any reason to wonder if you were
losing your mind, or losing control over the
way you act, talk, think, feel, or of your
memory?

4.43

5.00

8. Have you been anxious, worried, or upset?

3.28

4.28

12. Have you felt down-hearted and blue?

3.85

4.68

13. Have you been feeling emotionally stable
and sure of yourself?

3.67

4.32

15. How concerned or worried about your
health have you been?

4.45

6.47

4.20

5.82

4.64

6.41

16. How relaxed or tense have you been?
18. How depressed or cheerful have you been?
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Table 53
Items Differentiating Groups:

GWBS—Detention to Normal Group

Means
I tern

Det.

Norm.

1. How have you been feeling in general?

3.12

3.99

3. Have you been in firm control of your
behavior, thoughts, emotions, or feelings?

4.14

4.71

4. Have you felt so sad, discouraged, hopeless,
or had so many problems that you wondered if
anything was worthwhile?

3.62

4.71

5. Have you been under or felt you were under
any strain, stress,or pressure?

3.23

3.97

6. How happy, satisfied, or pleased have you
been with your personal life?

3.08

3.99

7. Have you any reason to wonder if you were
losing your mind, or losing control over
the way you act, talk, think, feel, or of
your memory?

4.24

5.00

8. Have you been anxious, worried, or upset?

3.53

4.28

3.23

3.75

12. Have you felt down-hearted and blue?

3.70

4.68

13. Have you been feeling emotionally stable
and sure of yourself?

3.50

4.32

15. How concerned or worried about your
health have you been?

4.48

6.47

4.41

5.82

5.14

6.41

11.

Has your daily life been full of things that
were interesting to you?

16. How relaxed or tense have you been?
18. How depressed or cheerful have you been?
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Table 54
Analysis of Variance for Individual Items
I tern

Source

DF

Sum of Sq.

Mean Sq.

F-ratio

F-prob.

1

Between Groups
Within Groups
Total

3
388
391

67.358
527.203
596.561

22.453
1.364

16.462

.0000

2

Between Groups
Within Groups
Total

3
388
391

24.693
670.733
695.426

8.231
1.729

4.761

.0028

3

Between Groups
Within Groups
Total

3
388
391

43.631
578.509
622.140

14.544
1.491

9.754

.0000

4

Between Groups
Within Groups
Total

3
388
391

124.614
1017.649
1142.263

41.538
2.623

15.837

.0000

5

Between Groups
Within Groups
Total

3
387
390

73.821
879.217
953.038

24.607
2.272

10.831

.0000

6

Between Groups
Within Groups
Total

3
387
390

77.107
805.108
882.215

25.702
2.080

12.355

.0000

7

Between Groups
Within Groups
Total

3
387
390

84.453
920.718
1005.171

28.151
2.379

11.833

.0000

8

Between Groups
Within Groups
Total

3
388
391

116.250
864.869
981.120

38.750
2.229

17.384

.0000

9

Between Groups
Within Groups
Total

3
386
389

6.754
836.438
843.192

2.251
2.167

1.039

.3752

10

Between Groups
Within Groups
Total

3
388
391

23.730
766.921
790.651

7.910
1.977

4.002

.0080
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Table 54 (continued)

I tem

Source

DF

Sum of Sq.

Mean Sq.

F-rati o

F-prob.

11

Between Groups
Within Groups
Total

3
387
390

46.596
827.219
873.816

15.532
2.138

7.268

.0001

12

Between Groups
Within Groups
Total

3
388
391

117.841
675.496
793.337

39.280
1.741

22.562

.0000

13

Between Groups
Within Groups
Total

3
388
391

75.754
857.991
933.745

25.251
2.211

11.419

.0000

14

Between Groups
Within Groups
Total

3
388
391

14.254
899.968
914.222

4.751
2.320

2.048

.1066

15

Between Groups
Within Groups
Total

3
379
382

176.160
3931.955
4108.115

58.720
10.375

5.660

.0008

16

Between Groups
Within Groups
Total

3
383
386

194.135
2961.917
3156.052

64.712
7.733

8.368

.0000

17

Between Groups
Within Groups
Total

3
383
386

71.239
3004.782
3076.021

23.746
7.845

3.027

.0295

18

Between Groups
Within Groups
Total

3
379
382

458.820
2444.757
2903.577

152.940
6.451

23.710

.0000
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Table 55
Scheffe's Procedure for Individual Item Differences

Normals

Normal s

Detention

Hospitalized

1,6,13

1,3,4,6

Follow-up/Home

2

Detention

xxxxx
xxxxx
xxxxx

1,2,3,6,10,11,
13

Hospitalized

xxxxx
xxxxx
xxxxx

1,2,3,4,6,8,9,
10

Follow~up/Home

xxxxx
xxxxx
xxxxx

xxxxx
xxxxx
xxxxx

xxxxx
xxxxx
xxxxx

Item which do not discriminate between groups at .05 level - 5,7,14

I

§

i
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Table 56
Items Differentiating Groups:

CARS—Hospitalized to Normal Group

Item

Means
Norm.
Hosp.

1. Overall general estimate of your current
functioning.

6.20

7.58

3. Rate your current work adjustment.

5.62

6.83

4. Your current relationships with friends
and relatives are

6.00

7.38

6. Adequacy of your current life adjustment

4.87

6.62

5
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Table 57
Items Differentiating Groups:

CARS—Detention to Normal Group

Item

Means
Det.

Norm.

1. Overall general estimate of your current
functioning.

6.20

7.58

6. Adequacy of your current life adjustment.

5.64

6.62

5.61

6.76

13. Your current leisure time activity is...
(unsatisfying to satisfying).
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Table 58
Items Differentiating Groups:

CARS—Fol 1 ow~up/Home to Normal Group

Item
2. What change has there been in your functioning
since one year ago?

Means
Foil.
Norm.

7.77

6.61
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Table 59
Items Differentiating Groups:
Group

CARS—Follow-up/Home to Hospitalized

Item

Means
Foil.
Hosp.

Overall general estimate of your current
functioning.

8.03

6.20

What change has there been in your functioning
since one year ago?

7.77

6.23

Rate your current work adjustment.

6.87

5.62

Your current relationships with friends
and relatives are

7.31

6.00

Adequacy of your current life adjustment.

7.18

4.87

Rate your current likeability (how much do
you think your counselor likes you)

7.36

7.00

To what extent are you living up to your
potential at work?

7.23

5.87

To what extent are you living up to your
potential as a person?

7.54

5.79
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Table 60
Items Differentiating Groups:

CARS--F0I1ow-up/Home to Detention Group

Means
Foil.
Det.
1

Item

1. Overall general estimate of your current
functioning.

8.03

6.20

2. What change has there been in your functioning
since one year ago?

7.77

6.52

3. Rate your current work adjustment.

6.87

6.14

6. Adequacy of your current life adjustment.

7.18

5.64

10. To what extent are you living up to your
potential as a person?

7.54

6.12

11. Rate your occupational adjustment.

7.31

6.86

13. Your current leisure time activity is.

6.67

5.61

u
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Table 60
Analysis of Variance for Individual Items
Item

Source

DF

Sum of Sq.

Mean Sq.

F-ratio

F-prob.

1

Between Groups
Within Groups
Total

3
343
346

233.102
1493.065
1726.167

77.701
4.353

17.850

.0000

2

Between Groups
Within Groups
Total

3
373
376

140.842
1779.683
1920.525

46.947
4.771

9.840

.0000

3

Between Groups
Within Groups
Total

3
361
364

117.554
1644.462
1762.016

39.185
4.555

8.602

.0000

4

Between Groups
Within Groups
Total

3
372
375

148.505
2205.471
2353.976

49.502
5.929

8.350

.0000

5

Between Groups
Within Groups
Total

3
364
367

42.582
2389.958
2432.541

14.194
6.566

2.162

.0922

6

Between Groups
Within Groups
Total

3
368
371

251.965
1832.217
2084.183

83.988
4.979

16.869

.0000

7

Between Groups
Within Groups
Total

3
374
377

25.508
1540.325
1565.833

8.503
4.119

2.065

.1045
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Table 60 (continued)
Item

Source

DF

Sum of Sq.

Mean Sq.

F-ratio

F-prob.

8

Between Groups
Within Groups
Total

3
319
322

39.677
1471.530
1511.207

13.226
4.613

2.867

.0367

9

Between Groups
Within Groups
Total

3
352
355

82.020
1801.958
1883.978

27.340
5.119

5.341

.0013

10

Between Groups
Within Groups
Total

3
376
379

151.856
1631.344
1783.200

50.619
4.339

11.667

.0000

11

Between Groups
Within Groups
Total

3
362
365

59.510
1603.954
1663.464

19.837
4.431

4.477

.0042

12

Between Groups
Within Groups
Total

3
291
294

77.861
1687.664
1765.525

25.954
5.800

4.475

.0043

13

Between Groups
Within Groups
Total

3
375
378

117.007
2086.661
2203.668

39.002
5.564

7.009

.0001

14

Between Groups
Within Groups
Total

3
374
377

32.684
1326.662
1359.347

10.895
3.547

3.071

.0278

